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ABSTRACT 
Previous research on chronic illness and controll-
ability has demonstrated that patients appraise their 
situations and these appraisals can lead to improved 
functioning and adjustment, and several strategies for 
coping with stressful situations have been identified. 
However, limits may exist on the benefits of perceiving 
control. For instance, it has been suggested that control 
that is difficult to exert may be detrimental. The current 
study compared coping strategies used in dealing with 
chronic illness for two different types of illnesses. One 
of these conditions highly controllable by the patient 
(i.e., insulin-dependent diabetes) and one is not (i.e., 
rheumatoid arthritis) . 
Following pilot-testing, 90 patients from each disease 
category were interviewed, concerning their preferences for 
information and decision-making, coping strategies, and 
controllability appraisals of their illnesses. rhey were 
also given diaries to complete. Patients were also asked 
for permission to have their medical charts reviewed for 
information on severity of illness and progression of the 
disease. 
Results indicate that diabetics have higher levels of 
iv 
internal locus of control and lower levels of helplessness. 
Arthritics have higher levels of chance locus of control. 
In addition, personality variables (i.e., preference for 
information and decision-making) were better predictors of 
perceived control in the arthritis group. Coping strategies 
(i.e., planful problem-solving and seeking social support) 
were better predictors of perceived control in the diabetes 
group. 
This study demonstrates that in situations where 
control is difficult to exert, coping strategies are not 
very good predictors of locus of control and personality 
variables are more important than strategies in determining 
control appraisal. However, in situations where objective 
control is possible (i.e., the diabetic group), coping 
strategies are useful in increasing levels of internal locus 
of control and decreasing feelings of helplessness. 
Since diabetics are able to use coping strategies to 
feel control over their condition, they should be provided 
with very explicit plans for caring for their condition. 
However, for arthritis patients, the challenge for 
clinicians in this instance is early diagnosis and 
prevention of physical impairment. 
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CHAPTER 1 
INTRODUCTION 
Health appraisal refers to the patient's view of what 
is at stake, what the patient views as viable coping 
options, and the amount of controllability they feel over a 
stressful situation. Many aspects of the chronic disease 
condition may impact on the controllability appraisal 
patients make. Previous studies suggest that personality 
traits and coping strategies may influence the appraisal 
that is made (Folkman & Lazarus, 1988; Miller, 1987; Taylor, 
1991). Past research also suggests that possible 
differences in specific illness, in severity, and in length 
of time since the illness may limit the amount of control a 
patient feels over his/her illness. 
This project focused on the link between patient 
coping, controllability appraisal and functional status. A 
preliminary model of the hypothesized relationships between 
controllability, adjustment, and health outcomes is 
presented. (see Figure 1) Patients with chronic illnesses, 
especially patients who are aged, are at increasea risk for 
hospitalization and other expensive treatments. Reduced 
compliance with complicated medical regimens may result in 
more expensive treatment and poor outcome. Although 
prevention of these kinds of chronic illnesses is the ideal, 
if it is not possible, it is then important to identify the 
coping strategies and cognitive appraisals which are the 
most advantageous for improving medical outcomes and 
reducing costs. 
Specification of a model of coping and appraisal in 
adjusting to chronic illnesses represents the first step in 
providing clinicians better tools for helping patients to 
learn to cope effectively with their illnesses. This 
research study was used as a preliminary investigation of a 
model which links coping strategies and personality traits 
to controllability, adjustment, and health outcomes. It 
also provided information on the stability of controll-
ability appraisals. This information is useful for 
determining appropriate intervals to measure the effect of 
coping and controllability on health outcomes in a larger 
longitudinal or prospective study. 
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Specifically, the present study examined the effects of 
coping strategy and certain personality traits on controll-
ability appraisal. Illness severity also was expected to 
have a impact on controllability appraisal. However, 
illness severity was controlled for in analyses and no 
predictions were made about its impact. Various personality 
traits, especially those which involve preference for 
information-seeking and decision control and specific coping 
strategies (e.g., seeking social support and positive 
reappraisal) were expected to be positively related to 
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controllability appraisal. Higher controllability 
appraisals also were expected to be related to higher levels 
of functional status. These relationships were evaluated 
for two separate diseases, insulin-dependent diabetes and 
rheumatoid arthritis. 
Chronic Illness and Coping 
In recent years, the medical care system has done a 
tremendous job of caring for many acute illnesses which 
historically have been among the leading causes of death in 
the United States (Larson, 1989). Particularly with the 
advent of antibiotic medication, many previously deadly 
acute illnesses are now treated easily and quickly. Patient 
involvement in this acute model is usually limited to 
completing a short course of prescribed medications. By 
definition, chronic illness, however, cannot be treated in 
this same manner. 
Many of the leading causes of death in the United 
States today are chronic illnesses. In fact. eight of the 
ten most common causes of death are chronic diseases, 
including the top three causes of death--heart disease, 
cancer, and cerebrovascular diseases (Burish & Bradley, 
1983). Chronic illnesses differ from acute illnesses on 
several important dimensions. Specifically, chronic 
diseases are typically related to a person's health habits 
(e.g., diet, smoking), have a slow onset, endure over a long 
period of time, sometimes have no observable symptoms and 
will generally affect the person for the rest of his/her 
life. The characteristics of chronic illness require a 
different model of health care than the acute model which 
has been so successful. Clearly, a simple course of 
antibiotic will not be effective in dealing with this sort 
of illness. For instance, long-term life adjustments are 
usually necessary for dealing with a chronic illness, 
because a cure is rarely achieved (Burish & Bradley, 1983). 
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The chronically ill patient and his or her family 
often have to take a much more involved role in making 
dramatic life changes and for positive adjustIDents to a 
physical condition that will not disappear. The primary 
goal involves learning to live effectively with tbe disease. 
Research suggests that the manner in which a person copes 
with chronic illness may have a dramatic impact on the 
course of the illness, as well as on the symptoms and the 
person's experience with the illness (Felton & Reverson, 
1984). However, many of the factors associated with a 
chronic illness, such as slow onset, and relationship to 
personal behaviors, may make effective coping witb the 
illness more difficult. 
Perceived Control and Appraisal 
A chronic illness can be regarded as a stressful 
situation. As such, it can be appraised in a manner similar 
to other stressful situations. However, tbe term 
"appraisal" has been used in varying ways in tbe coping 
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literature. Folkman, Lazarus, Dunkel-Schetter, DeLongis, 
and Gruek (1986) indicate that when faced with a stressful 
situation people typically make two types of appraisals. 
These appraisals are ref erred to as primary and secondary 
appraisal. Primary appraisal refers to what an individual 
believes is at stake in a stressful situation. Concerns 
about the health and well-being of a loved one or the loss 
of respect for another person are common primary appraisals. 
Secondary appraisals involve what coping options are 
available to the person. Secondary appraisals include: 
"needed to know more before acting" or "holding back from 
doing something." 
Affleck, Tennen, Pfeiffer, and Fifield (1987), on the 
other hand, indicate that appraisals are made on the basis 
of the controllability and predictability of the expected 
course of the illness. Felton and Revenson (1984) suggest 
that diseases offer different opportunities for control. 
According to these researchers, rheumatoid arthritis and 
cancer offer few opportunities for control, while 
hypertension and diabetes may be more responsive to 
individual and medical efforts. These researchers suggest 
that perceptions of controllability influence the coping 
strategies that are used. It is also possible that using 
certain coping strategies may influence perceptions of 
controllability. 
Coping Strategies and Control Mechanisms 
Coping with a chronic disease has implications for the 
types of control mechanisms which are most effective in 
increasing feelings of control and reducing feelings of 
anxiety and depression. For instance, Folkman (1984) 
indicates that adjustment may be mediated through emotion, 
with strong negative affect interfering with effective 
emotion regulation and problem-solving strategies. Taylor 
et al. (1991) indicate that self-generated feelings of 
control and adjustment to chronic diseases appear to be 
generally adaptive above and beyond the regulation of 
emotion. These researchers measured anxiety, hostility, 
depression, and psychological adjustment to illness. Using 
path analysis and longitudinal data, they found that 
feelings of control reduce anxiety and depression, rather 
than anxiety and depression lowering perceptions of control 
{Taylor et al. 1991). 
Taylor et al. (1984) indicate that the specific 
strategies used to cope with a chronic illness may increase 
the control that is felt over the illness. Folkman et al. 
(1980) identify strategies such as seeking social support 
and positive reappraisal for coping with stressful 
situations. Specific types of coping strategies may be 
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more effective in dealing with a particular chronic 
illness. In research aimed at clarifying the role of social 
support in dealing with cancer, Taylor and Dakof (1988) 
found that cancer patients rarely reported being able to 
express the full range of emotions associated with their 
illness to their family, friends, or health care workers. 
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In addition, cancer patients saw different socially 
supportive actions as more or less helpful when they come 
from specific groups of people. For example, they perceived 
that health care workers and family should provide 
different, but equally important, types of socially 
supportive actions. 
Various control mechanisms have been identified in 
stressful situations. Taylor and Fiske (1991) list six 
types of control: behavior, cognitive, decision, 
information, retrospective, and secondary. Behavior control 
is taking some concrete step to reduce the aversiveness of 
an event. Cognitive control is thinking about the aversive 
event differently or refocusing attention. Decision control 
concerns the ability to make decisions regarding the onset, 
timing, occurrence, or type of aversive event, while 
information control is obtaining or seeking information 
about the nature of the event. Retrospective control is 
defined as a belief that one can control an event that has 
already occurred. Secondary control means bringing one's 
thoughts and behaviors in line with environmental factors. 
Retrospective control may involve affixing blame for an 
incident or situation. Janoff-Bulman (1979) has identified 
two types of self-blame, characterological and behavioral 
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self-blame. Characterological self-blame occurs when the 
person blames his or her nature or character for the actions 
which led to the negative event. Examples of this type of 
self-blame include such statements as "Boy am I ever stupid 
to have this happen to me!" or "I deserve this illness 
because of the terrible person that I am." Behavioral 
self-blame indicates that the person blames certain 
behaviors for outcomes but does not blame his or her 
character. Examples of this type of self-blame include such 
statements as "Boy, I never should have walked down that 
alley after midnight!" or "I don't deserve this illness, 
although I should have changed my eating habits before I 
became ill." The important thing to note in behavioral 
self-blame is that these behaviors could be changed in the 
future. Janoff-Bulman suggests that characterological 
self-blame may interfere with effective emotion regulation 
and problem-solving. 
Although most of this previous research generally 
indicates that feelings of control affect adjustment to 
chronic illness (Taylor et al., 1991), it has been suggested 
that too much control may also have disadvantages (Thompson 
et al., 1988). Mills and Krantz (1979) conclude that 
information and choice were both effective in preventing 
performance deficits when each were given alone; however, 
combining the treatments was not as effective in preventing 
performance deficits as either one alone. They suggest that 
some control is advantageous, but too much control is not. 
Thompson et al. (1988) suggest that control that is 
difficult to exert may be detrimental. Taylor, Lichtman, 
and Wood (1984) suggest that too much reading about cancer 
only made respondents more frightened of the possibility of 
recurrence by keeping their minds on cancer without 
providing a controlling response. These findings suggest 
that negative effects of control may be related to both the 
amount and the types of control which are exerted. 
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Patients may also differ in their view of whether 
personal versus vicarious control may be most effective in 
given situations. There is evidence that individuals do not 
need to feel that they have direct control in order to 
experience the benefits of control (Folkman, 1984; Miller, 
1980; Rothbaum, Weisz, & Snyder, 1982). In our medical care 
system, there are many powerful others that patients may 
believe can affect the course of the illness, including 
doctors, nurses, and physical therapists. Stroke victims, 
for instance, may feel that they have very little control 
over their recovery, but that their physical therapist has a 
great deal of control over the illness. A major factor 
implicated in the amount of control that patients feel over 
their illnesses concerns information available to the 
patients and decision-making control. Patients may feel 
that they are lost in a sea of information about their 
disease or they may feel more comfortable with medical staff 
10 
making relevant decisions. However, they might make better 
medical progress if they know more about their illnesses or 
if they are empowered to make the relevant decisions that 
they are qualified to make. 
Therefore, in a chronic illness situation, decision 
control is an important issue because many powerful others 
(e.g. doctors, nurses, therapists) could make decisions 
regarding the illness. In addition, these powerful others 
could also be viewed as sources of information about the 
illness. Therefore, in this study, decision and information 
control are of particular interest. 
Personality and Preferred Coping Styles 
Thompson et al. (1988), on the other hand, suggest that 
certain factors may have a negative impact on feelings of 
control. One such factor is preferred coping styles. 
Control interventions which contradict a person's preferred 
coping style may not be helpful, or, indeed, may cause harm. 
Miller (1987) defined two dimensions of relevant personality 
characteristics as monitoring and blunting. Monitors are 
more comfortable with information about their illness and 
being involved in the decisions about the illness. Blunters 
are not comfortable with this type of information. 
Comparing Coping Across Illness 
It is still not clear whether coping strategies 
successful for coping with one particular type of chronic 
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illness can be generalized across illnesses. Previous 
research investigating the effects of chronic illness 
(Affleck, Tennen, Pfeiffer, & Fifield, 1987; Taylor, 
Lichtman, & Wood, 1984; Felton & Reverson, 1984) suggests 
that successful coping with a chronic illness may depend on 
the type of disease. Some diseases, such as hypertension, 
may have no observable symptoms but may require ongoing 
treatment to prevent serious long-term outcomes. Other 
diseases, such as diabetes and heart disease, may be 
amenable to certain forms of personal behavioral control in 
order to affect short-term daily symptoms; but these control 
efforts may nevertheless have little or no effect on the 
overall course of the illness. In addition, the behavioral 
changes required to deal with these diseases may be 
difficult to exert. Combatting heart disease, for instance, 
may require extensive life-style changes (e.g., diet and 
exercise) . 
Patients' coping may also be a function of perceived 
differences in short-term and long-term consequences. For 
heart patients, the concrete, certain, short-term 
consequences may involve giving up a favored life-style, 
while the long-term consequences, such as the possibility of 
extended life, may seem too abstract, uncertain, and distant 
to have an impact on behavior. On the other hand, arthritis 
patients may have absolutely no control over the long-term 
consequences of the disease, but may feel that they can 
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control the daily symptoms of their illness. 
Interventions in chronic illness have typically 
involved teaching specific skills or behavioral control to 
patients (Gillham, 1990; Kirschenbaum, Sherman, & Penrod, 
1987). Relaxation skills and social support groups, or 
cognitive control (Hedge & Glover, 1990; Burish, Snyder, & 
Jenkins, 1991) have also been examined. These interventions 
have typically been found to improve adjustment outcomes in 
chronic patients, but because they focus on a specific 
illness, they do not add to an understanding of coping 
across illness groups. A preliminary step to understanding 
differences in coping across illness groups is to compare 
coping responses in at least two different illnesses. 
Severity of Illness 
In addition to the type of illness affecting coping 
responses, it is also possible that the severity of illness 
may affect coping with chronic illness. Burish et al. 
(1984) indicate that feelings of personal failure may result 
if the course of the disease remains uninfluenced by 
behavioral change. A major factor in understanding what 
constitutes effective coping with a chronic illness, 
therefore, may simply be the length of time that an 
individual has an illness. A different time-frame also may 
be involved in the decision-making process for older 
patients. Someone who is 65 may have a very different 
perspective than someone who is 75 (Barrow, 1989). Studies 
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on the elderly have typically considered the young-old (age 
65-74) and the old-old (age 75 and older). 
This suggests that relationships may exist between 
length of time that an individual has had the illness, his 
or her age, and the progression of the illness. These 
factors may all interact in determining the amount of 
control that patients feel over certain aspects of their 
illness. 
Affleck et al. (1987) found three sets of factors 
related to severity of illness in rheumatoid arthritis. 
These factors were symptom activity, functional problems, 
and disease severity. Symptom activity consisted of current 
pain, current joint activity, swelling, tenderness, duration 
of morning pain, and severity of current symptoms compared 
with six months before. Functional problems consisted of 
current "troublesomeness" of the disease, functional 
disability, functional limitations, and dissatisfaction with 
functioning. Disease severity involved joint involvement, 
joint deformity, joint erosions, and global disease 
severity. In this study, these three factors, modified 
appropriately, will be considered for diabetes as well. The 
factors will form a framework for understanding illness 
severity across illness groups. It is also possible that 
these three factors may interact independently in 
determining controllability. In the present study, 
therefore, the following specific hypotheses were evaluated 
in the course of this research: 
Hypothesis 1. Two diagnoses were of interest in the 
present study: insulin-dependent diabetes and rheumatoid 
arthritis. Therefore, two diseases, adult onset insulin-
dependent diabetes and rheumatoid arthritis, were compared 
with respect to the types of coping strategies used and 
controllability appraisals which are made. 
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These illnesses were chosen specifically to examine 
differences between illnesses and to examine one diagnosis 
over which a patient can have some control (i.e., diabetes) 
and one that can not (i.e., rheumatoid arthritis). These 
diagnoses was used for inclusion in the study, and patients 
were asked to respond to the questions in the interview with 
the illness group that they belonged to in mind. 
Because of the strong need for control identified in 
the literature, both groups were expected to make appraisals 
about the perceived controllability of their illness. These 
appraisals were predicted despite the fact that these groups 
were expected to differ in the amount of education and 
knowledge they have about their illness. For example, 
diabetics routinely receive intensive education about their 
illness, including self-administration of insulin and blood 
sugar monitoring (Larson, 1989) . Although arthritis 
patients may also receive education concerning exercise, 
relaxation, and pain management techniques (Lorgis & 
Gonzalez, 1992), the diabetes patients are typically given 
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instruction as part of routine care, while arthritis 
patients are not. They may also differ in the length of 
time that has lapsed since their illness because diabetes 
typically has an earlier onset than rheumatoid arthritis. 
These differences in type of diagnosis, length of time since 
diagnosis and in educational experience were not expected to 
affect the relationships between coping strategies, 
information-seeking, and controllability appraisal, after 
accounting for the effect of severity of illness (see Figure 
1) . 
Hypothesis 2. Patients who seek out information about 
their illness but defer decision control to doctors, nurses 
and/or powerful others were expected to have higher 
controllability appraisals of their illness compared to 
patients who 1) don't seek information or 2) seek 
information and prefer to maintain decision control 
(Beisecker and Beisecker, 1990). Having a preferred coping 
style which reflects seeking information (i.e., high 
monitors/low blunters) was expected to be related to higher 
controllability appraisals than those who do not (i.e., low 
monitors/high blunters). Mills and Krantz (1979) 
demonstrate that although combining information and choice 
was effective in reducing stress reactions in blood donors, 
either information control or decision control alone was 
more effective. Taylor, Lichtman and Wood (1984) 
operationalize information control as information-seeking 
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behaviors. Additionally, Rothbaurn et al. (1982) indicate 
that having a powerful other to whom decision control can be 
deferred can be beneficial in stressful situations. In 
addition, Miller identifies styles of coping which refer to 
a person's preferred style of seeking under threat. High 
monitors/low blunters are those with preferred coping styles 
of characteristically seeking information in stressful 
situations while low monitors/high blunters prefer not to 
seek information. 
Hypothesis 3. It was hypothesized that once severity 
of illness is controlled for, patients displaying higher 
levels of positive coping strategies such as seeking social 
support and positive reappraisal will view their illness as 
more controllable. Additionally, Folkman and Lazarus (1986) 
indicate that seeking social support and positive 
reappraisal can be helpful in dealing with a stressful 
situation. 
Hypothesis 4. After controlling for severity of 
illness, higher controllability appraisals were expected to 
be related to less impairment in activities of daily living 
and instrumental activities of daily living. Schulz (1976) 
has found that institutionalized aged live longer when 
exposed to conditions enhancing their feelings of personal 
control. In other words, having a feeling of control over 
their lives was associated with more positive outcomes. 
CHAPTER 2 
METHODOLOGY 
Research Design 
The study was conducted with chronically ill 
outpatients being followed by the General Medical Clinic 
(GMC) at Hines VA Hospital, Hines, IL. 
Pilot phase 
Sixteen interviews, lasting up to one hour each, were 
conducted. Eight insulin-dependent diabetics and eight 
rheumatoid arthritis patients were interviewed, given 
diaries to complete at home, and evaluated with chart review 
procedures. All the patients were contacted by telephone 
and asked to volunteer to participate in a study about their 
condition. The purpose of the pilot tests was to evaluate 
the procedures to be used in the survey phase. For 
instance, in the interview, subjects were given the 
instruments to be used in the survey phase of the study to 
test the procedures used in the survey phase. 
Survey phase 
Following the pilot study, cross-sectional interviews 
of an additional 180 veterans, 90 from each disease group, 
were conducted in order to test the relationships between 
17 
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coping strategies, information and decision preference and 
controllability. Subjects were identified from clinic 
records as having a diagnosis of either insulin-dependent 
diabetes or rheumatoid arthritis. In addition, patients 
were excluded from the study on the basis of uncontrolled 
medical problems, organic brain syndrome, major psychiatric 
disturbances, major communicative disorders, a history of 
severe noncompliance, or illiteracy (Parker et al., 1988). 
Patients were contacted by telephone. The author 
identified herself as being from the Research Service at 
Hines VA Hospital and then asked the potential patient 
volunteer to make an appointment to complete an interview 
dealing with their chronic condition (rheumatoid arthritis 
or insulin-dependent diabetes) on the day of their next 
clinic appointment. When subjects arrived for the 
interview, they were asked to participate in an interview, 
complete a five-day diary, and permit access to their 
medical records. 
If a patient indicated that he did not have an upcoming 
clinic appointment or would find it difficult to make 
arrangements to be interviewed at the hospital, an interview 
appointment was scheduled at the patient's home. The eleven 
patients interviewed at home were all rheumatoid arthritis 
patients. T-test comparisons of this group of 11 patients 
with the remaining 79 arthritis patients were made on key 
coping and controllability variables. 
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Because of the number of statistical tests employed in 
this research, alpha levels were considered significant at 
p<.01 throughout, to adjust for inflated Type I error-rate. 
With this alpha level, no significant differences were found 
between the groups on any of these variables. Variables 
tested included preference for decision making, ~(13)=-1.06, 
2=.31, preference for information, t(13)=-.44, 2=.67, 
monitoring, ~(15)=2.31, 2=.04, blunting, t(13)=-.07, 2=.94, 
positive reappraisal, ~(14)=-.98, 2=.35, seeking social 
support, ~(15)=.48, 2=.64, planful problem solving, 
~(13)=.33, 2=.75, escape-avoidance, ~(14)=-1.39, 2=.19, 
physical impairment, ~(13)=.39, 2=.71, internal locus of 
control, ~(14)=.84, 2=.41, chance locus of control, ~(13)=-
1.35, 2=.20, powerful doctor locus of control, ~(14)=1.70, 
2=.ll, powerful others locus of control, ~=(14)=-.02, 2=.98, 
overall powerful others locus of control, ~(13)=.78, 2=.45, 
attitudes of helplessness, ~(14)=.89, 2=.39, and social 
resources, ~(13)=1.59, 2=.14. 
Sampling 
The sample for the cross-sectional survey was 
stratified by type of illness. Ninety patients in each 
disease category were identified from GMC outpatient records 
and Arthritis Clinic Decentralized Hospital Computer Program 
(DHCP) records and contacted prior to a scheduled clinic 
visit. When it was not possible to schedule an interview at 
the hospital, the patient was interviewed in his home. Since 
the population Hines VA Hospital serves is older than the 
general population and mostly male, most of the patients 
interviewed were between the ages of 65-74, and all of the 
patients interviewed were male. 
Procedures 
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Several different measures were used in conducting this 
study. At least three different sources of information were 
utilized. In an interview portion, patients were questioned 
using several established scales. In a diary portion, 
patients were asked to respond to several questions over the 
course of five day. In addition, patients' medical records 
were screened for information regarding progression of 
disease, co-morbid condition, and utilization of hospital 
services. 
Interviews 
Subjects were asked to respond to the Ways of Coping 
Questionnaire (Folkman & Lazarus, 1988), a preference for 
informational and decisional control scale (Biesecker, 
1988), a monitoring and blunting scale (Miller, 1987), and 
two measures of control appraisal (Wallston, 1993 and 
Callahan, Brooks, and Pincus, 1987). These measures have 
been well-validated and have demonstrated reliability in 
both elderly populations and in health care settings. 
1. Preference for Information and Decision Making 
Preference for information and decision making was assessed 
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using the Beisecker Patient Desire for Information Scale and 
Locus of Authority Scale. The Patient Desire for 
Information Scale is a 14-item scale that asks patients to 
indicate the importance of information about areas of 
medical treatment (1-not at all important to 5-very 
important) . Previous research has found inter-item 
reliability for this scale to be 0.86 using Cronbach's alpha 
(Biesecker & Biesecker, 1990). Scores for this scale can 
range from 14-70. The Locus of Authority Scale measured 
whether or not patients believe that they have the right to 
make medical decisions in the same areas mentioned in the 
Patient Desire for Information scale. Respondents were 
asked to indicate whether the doctor alone (0 points), both 
patient and doctor (1 point), or the patient alone (2 
points) should make decisions in the areas indicated. 
Higher scores, therefore, indicate more belief in patient 
autonomy. Previous research indicates inter-item 
reliability using Cronbach's alpha to 0.73. 
2. Preferred Coping Styles 
Preferred coping styles were measured using the Miller 
Monitoring and Blunting scale. This scale asked the 
individual to imagine four stress-evoking scenes (e.g., 
"Imagine that you are afraid of flying and have to go 
somewhere by plane"). Each scene was followed by eight 
statements that represent different ways of dealing with the 
situation. Four of the statements are of a monitoring or 
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information-seeking variety (e.g., " I would carefully read 
the information provided about the safety features in the 
plane") and four are of a blunting or information-avoiding 
variety (e.g., "I would watch the in-flight movie even if I 
had seen it before"). 
Two scores are derived from this scale: (a) the total 
monitoring score, which is obtained by summing the number of 
total monitoring options endorsed across the four situations 
(higher score equals more monitoring) and (b) the total 
blunting score, which is obtained by summing the number of 
blunting options endorsed across the four situations (higher 
score equals more blunting) . Test-retest analyses indicate 
this to be a highly stable scale: for the monitoring scale, 
r=.72, p<.01; for the blunting scale, r=.75, p<.01. Inter-
item reliability was 0.70 for the monitoring scale and 0.69 
for the blunting scale (Miller, 1987). 
3. Coping 
Coping strategies were measured using the Ways of 
Coping Questionnaire developed by Folkman and Lazarus. This 
questionnaire has 67 items which ask people to indicate on a 
four-point scale (O=does not apply to 3=applies a great 
deal) the extent to which they used a particular strategy 
in dealing with a stressful situation (Folkman et al., 
1986). Eight sub-scales are contained in this 
questionnaire. Only four of the sub-scales are of interest 
in this study. These are Seeking Social Support, Planful 
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Problem-Solving, Positive Reappraisal, and Escape-avoidance. 
Typically, the respondent to the Ways of Coping 
Questionnaire answers with the last stressful situation 
encountered in mind. Subjects were asked to respond to the 
items with respect to their particular illness, especially 
the biggest problem that their particular illness has caused 
for them. This procedure was followed for two reasons: 1.) 
because Stone et al. (1991) indicate that the typical 
procedure is particularly subject to error and 2.) to 
control for medical conditions unrelated to the one of 
interest. 
4. Severity of Illness 
An instrument was also administered to patients in 
order to determine the severity of their illness. 
Indicators of illness severity included measures of 
underlying disease process, daily symptoms, and daily 
functioning (Affleck, 1987). Arthritis patients were 
assessed in a manner similar to that described by Affleck 
(1987). Affleck's procedures had to be modified because 
certain information which had been gathered from the 
patient's rheumatologist had to gathered from chart review. 
However, like Affleck (1987), arthritis patients were asked 
to compare their current symptoms with the previous six 
months (l=a great deal better, 5=a great deal worse), 
indicate the duration of their morning stiffness in hours 
and minutes, and rate their current pain and joint 
tenderness and swelling (O=none at all, lOO=a tremendous 
amount). 
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Chart review procedures were developed to supply 
standard information on disease severity in a basic 
checklist form. These procedures were developed in 
conjunction with the attending physician of the Arthritis 
Clinic at Hines VA Hospital, who also served as a second 
rater for a subset (N=22) of the arthritis medical records. 
Information collected included the type of medication (Class 
1 or Class 2) prescribed, number and type of joints 
involved, presence and amount of joint swelling (synovitis) 
involved (mild, moderate or severe), current disease 
activity (active or inactive), and extent of improvement or 
deterioration in the past year (l=much improvement, S=much 
deterioration) (see Appendix B). Composite scores for 
symptom activity and disease severity were obtained. Higher 
scores indicate more severe illness. 
Parallel procedures were developed for diabetic 
patients to measure symptom activity and disease severity. 
Procedures for diabetic patients were based on a question-
naire being used for a VA readmission study involving 
diabetic patients at Hines VA Hospital (Oddone & Weinberger, 
1990-1995). A registered nurse working with the research 
service of VA served as the second rater for a subset of the 
diabetes medical records (N=26) . Symptom activity was 
measured by how troublesome their disease has been over the 
past six months {O=not at all troublesome, lOO=very 
troublesome), difficulty in maintaining blood sugar levels 
compared with six months prior {l=very easy, S=very 
difficult), frequency estimations of rebound effect, 
swinging between hypo- and hyper-glycemia (O=not at all, 
lOO=a tremendous amount) and frequency of severe reactions 
in the past six months. 
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Disease severity was indicated by a checklist of 
diabetes complications involved, including peripheral 
neuropathy (presence or absence in feet, hands, or joints), 
retinopathy (O=no Background Diabetic Retinopathy (BDR), 
4=laser surgery to treat BDR), nephropathy (lab values of 3+ 
protein and/or serum creatinine greater than 2.0 mg% present 
or absent), presence or absence of cardiovascular complica-
cations (hypertension, elevated cholesterol level, cardio-
vascular disease), and presence or absence of diabetic foot 
ulcers and diabetes-related amputations (Westbrook, Gething, 
& Bradley, 1987). Most recent fasting blood sugar was 
obtained and patients were assessed to be Level 1: not 
taking insulin and no severe end-organ damage, Level 2: 
insulin-using and no evidence of severe end-organ damage, or 
Level 3: Evidence of severe end-organ damage (see Appendix 
B) . 
After measures of symptom activity were obtained from 
the patients in the interview, patients' medical charts were 
reviewed to obtain the disease progression information. 
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Both patient groups were asked to indicate if the disease of 
interest was their only medical condition and if it was not, 
if it was their biggest medical problem. 
5. Functional Status 
Affleck indicates a third factor that is involved in 
illness severity. This factor is the number of functional 
problems. Two sections of the Older Americans Resources and 
Services Group {OARS} Instrument (Pfeiffer, 1975) were used 
to assess functional status. The OARS Instrument yields 
information in five domains, but only two are of interest in 
the present study. Social resources measures the quantity 
and quality of relationships with friends and family. 
Activities of Daily Living {ADL} measures capacity to 
perform various instrumental and physical (or bodily care) 
tasks that permit individuals to live independently. Test-
retest reliabilities for the social resources instrument is 
0.71, for the instrumental ADL, 0.71, and for the physical 
ADL, 0.82. Re-tests were taken at twelve to eighteen month 
intervals. Composite scores for each domain were obtained. 
Higher scores for the two domains indicate higher 
functioning. 
To obtain further information on patient functioning, 
patients were asked to indicate: 1) how pleasurable they 
find their life activities, 2) how fulfilling they find 
their life activities and 3) how much they believe their 
illness detracts from their work and/or hobbies (see 
27 
Appendix B) . These questions were answered using a 10-point 
scale (l=very much, and lO=not at all, in all three 
instances). These measures taken together provide an 
indication of the patient's functional problems. The three 
measures were included in the pilot test. 
6. Illness control 
In order to assess the overall control that patients 
feel over their illness, subjects were given Form C of the 
Multidimensional Health Locus of Control Scales (Wallston, 
1993). This is an 18-item scale which includes four 
subscales: internal, chance, doctors, and powerful others, 
as the locus of control. The scale is designed to 
applicable to those patients with a pre-existing medical 
condition. Form C is specifically designed to measure 
condition-specific beliefs of people with pre-existing 
medical diagnosis and, as such, it easily modifiable to fit 
a particular illness. 
7. Controllability Appraisal 
The Rheumatology Attitudes Index (RAI) (Callahan et 
al., 1988) was used as a measure of controllability 
appraisal. The RAI consists of 15 belief statements 
concerning ability to manage and cope with a medical 
condition. These statements are answered. on a 5-point 
Likert scale ranging from strongly disagree to strongly 
agree. Again, the RAI can be easily converted to a form 
specific for insulin-dependent diabetes. 
8. Demographics 
Basic demographic information, including age, marital 
status, level of education and income, and length of time 
since diagnosis was also collected. In addition, patients 
were asked if they had ever participated in an educational 
course related to their illness. If they had, they were 
asked to indicate the length of the course. The interview 
lasted approximately one hour, on average. 
Diaries 
1. Purpose of the Diaries 
During both the pilot and survey phases, in order to 
assess the level of control patients feel over their daily 
symptoms and the course of their illness, patients were 
asked to complete a diary. 
2. Diary Questions 
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During both the pilot and the survey, subjects were 
asked to respond to the diary questions with the disease 
category of interest in mind. Therefore, at three points in 
the course of each day (morning, noon, and evening), for 
seven days, during the pilot and twice a day (morning and 
evening), for five days, during the survey phase, they were 
asked to respond to four questions: (1) How much control do 
you feel right now over the course of your illness, (2) How 
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much control do you feel right now over the daily symptoms 
of your illness, (3) How much do you feel right now that you 
have control over the effect of the disease on your life?, 
and (4) How much do you feel right now that you can decrease 
the effect of your illness on your life? Patients were 
given space to make comments about each of the questions and 
then asked to rate the answer to each question by circling 
the appropriate number on a four-point Likert scale 
(l=uncontrollable, 2=slightly controllable, 3=mostly 
controllable, 4=very controllable). These points were 
summed for each scale. Patients were given an average 
controllability score for the course of the illness and for 
daily symptoms based on the sum total for each of the 
responses. Scales were included in the diary booklet for 
each question and for each time period to which they are 
asked to respond (see Appendix B) . Patients were provided 
with self-addressed, stamped envelopes for convenience in 
returning the diary. 
3. Pilot Experiences and Changes Required 
For the pilot test, five diaries of each disease 
category were returned (5/8). This rate of return was 
62.5%. In all but one of the cases, the instructions were 
correctly followed. Pilot testing was used to determine the 
exact number of days and the number of times per day that 
subjects would be asked to respond to in the diary. 
Therefore, subjects in the pilot phase of the project 
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completed the diary for seven days, while patients in the 
survey phase completed five days. Patients made multiple 
estimates of controllability over the course of a single 
day. 
Patients in the pilot group were asked to respond to 
the four questions three times a day (i.e., morning, noon, 
and night) for seven days. These diaries were evaluated 
when they were returned to determine if these questions were 
answerable and if the timing of the questions was 
appropriate. Average responses to these questions are 
reported in Tables 1 and 2. 
Table 1.--Average Responses to Diary Questions in Pilot Test 
for Arthritis Patients 
Course of Control over Control Decrease 
Illness Symptoms Effect of Effect of 
Illness Illness 
Morning 2.2 2.5 2.4 2.6 
Noon 2.4 2.7 2.7 2.6 
Night 2.5 2.6 2.5 2.5 
The ratings from day to day were very stable and followed 
the same pattern as indicated in these two tables with the 
course of illness rating consistently lower in the morning 
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Table 2.--Average Responses to Diary Questions in Pilot Test 
for Diabetes Patients 
Control over Control over Control Decrease 
Illness Symptoms Effect of Effect of 
Illness Illness 
Morning 2.2 2.5 2.4 2.6 
Noon 2.4 2.6 2.7 2.6 
Night 2.5 2.6 2.5 2.5 
and increased by evening to the same level as the other 
ratings. It should also be noted that ratings for the 
diabetes and arthritis patients were almost identical. 
Based on this information, it was decided to amend the dairy 
to only include ratings from morning and evening for five 
days. 
This reduction in the number of response times also 
decreased the respondent burden. Patients were also 
instructed that if they skipped a response time, they could 
leave that diary page blank and continue with next response 
time. With these changes, diary procedures were considered 
ready to proceed with the survey portion. 
4. Survey Experience 
For the survey portion of this research, 64/90 of the 
diabetes diaries were returned for a return rate of 71.1%, 
and 61/90 of the arthritis diaries were returned, for a 
return rate of 67.8%. These two response rates were not 
significantly different (z=.501, p<.62, two-tailed). The 
overall return rate was 68.9% (see Table 3). 
Table 3.--Diary Return Rate by Disease Group (Total Pilot 
and Survey) 
Diabetes 
Arthritis 
Total 
Number 
Interviewed 
98 
98 
196 
Number of Diaries 
Returned 
69 
66 
135 
Percent 
Returned 
71.1 
67.8 
68.9 
Diary return rates were also examined for differences 
between the illness groups. Chi-square analyses indicate 
that rate of diary return did not differ by disease group 
with 67.7% of the arthritics and 71.1% of the diabetics 
returning the diaries, x2 (1, N=180)=.24, 2=.63. In 
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addition, further analyses indicate that with a significance 
level of p<.01, as indicated previously, no differences 
emerged for diary return by race, marital status, presence 
of co-morbid condition, having the condition of interest 
being the biggest medical problem, or having taken classes 
regarding the illness. However, trends emerged for marital 
status and presence of co-morbid condition. Married people 
tended to be more likely to return the diaries than any 
other marital status, x2 (4, N=180)=9.66, 2=.05, and people 
with more than one chronic condition were slightly more 
likely to return diaries than people with only the condition 
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of interest, x2 (1, N=180)=5.57, 2=.02. Those who considered 
the condition of interest to be their biggest medical 
problem were no more likely to return diaries than people 
who did not consider it to be their biggest problem, x2 (2, 
N=180)=5.57, Q=.06. Whites, blacks, and hispanics were 
equally likely to return the diaries, x2 (3, N=180)=7.44, 
2=.06, and in addition, people who had taken classes 
regarding their condition were no more likely to return the 
diaries, x2 (1, N=180)=3.62, 2=.06. 
Medical Records 
In addition to information about the severity of 
disease, patients' medical records were examined to 
determine the number of hospitalizations in the past year 
and the number of unscheduled clinic and emergency room 
visits the patient had in the past six months to get an 
indication of medical problems. To get an indication of the 
extent of multiple diagnoses, any other medical diagnoses 
(e.g., respiratory, cardiac) that the patient has also were 
assessed at this time (see Appendix B). This information 
was available through the hospital Decentralized Hospital 
Computer Program (DHCP) System and patients' medical files. 
The DHCP contains inpatient information including admission 
and discharge dates, diagnoses, and basic demographic 
information. Outpatient clinic use also was available and 
included clinic visit dates and types (e.g., general 
medicine, podiatry, cardiac). 
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CHAPTER 3 
RESULTS 
The present research investigated the relationships 
between coping strategies, controllability appraisals, and 
preferences for information and decision-making for two 
groups of chronically ill patients-rheumatoid arthritics and 
insulin-dependent diabetics. The research is a preliminary 
test of a model linking strategies, appraisals, and 
preferences with health care outcomes. Attention also is 
given to consistency over time for controllability ratings 
and development of disease severity measures. As mentioned 
previously, to adjust for the number of statistical tests 
conducted, differences between groups were considered 
significant at p<.01. 
Pilot Test 
Table 4 presents demographic information for the pilot 
sample (n=16). The sample in the pilot was mostly white 
(75%), married (81%), with a high school education. The 
mean number of years of education equaled 11.75. Fifteen of 
the sixteen pilot test subjects believed the condition of 
interest to be either their only or their biggest medical 
problem. Subjects were only asked if the condition was 
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their biggest problem if they answered that it was not their 
only problem. Mean time since diagnosis was equivalent 
Table 4.--Demographic Data for Pilot Test by Disease 
Category 
Race 
White 
Black 
Other 
Marital Status 
Diabetes 
(n=8) 
5 
2 
1 
Arthritis 
(n=8) 
7 
1 
0 
Single 2 0 
Married 6 7 
Divorced 0 1 
Median Income 10,000-20,000 5,000-10,000 
Mean Years of 12.25 11.25 
School 
Mean Years Since 16.88 17.77 
Illness 
Number who had 
Classes 
Regarding 
Illness 
Mean Number of 
Classes 
Number who say 
Condition is 
Only Chronic 
Condition 
Number who say 
Condition is 
Biggest Medical 
Problem 
Mean Age 
4 3 
6.88 1. 25 
2 3 
5 5 
73.63 72.13 
Total 
(n=16) 
12 
3 
1 
2 
13 
1 
5,000-10,000 
11. 75 
17.32 
7 
4.07 
5 
10 
72.88 
between the two disease groups, 16.88 years for the 
diabetics and 17.77 years for the arthritics and these 
differences were not statistically significant, ~(14)=.13, 
n.s. 
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None of the subjects had any difficulty with any of the 
scales to be utilized in the interview portion of the 
research. Procedures to be used in the interview were 
therefore established. 
Descriptive Information 
With the changes to the diary procedure, and the chart 
review procedures established, the survey portion of the 
research began. Table 5 presents demographic information for 
the survey respondents (N=180). The vast majority of 
patients participating the survey were white (81.7%) and 
chi-square analysis indicated that race did not differ by 
illness group, X2 (3, N=l80)=1.00, p=.80. Most were married 
(62.7%)and again this did not differ by illness group, x2 (5, 
N=180)= 4.19, p=.52. These data reflect the population of 
the hospital where the study was conducted. Most of the 
subjects earned between 5,000 and 10,000 dollars a year. 
Incomes were equivalent between the two disease groups, 
x2 (5, N=180)=10.57, p=.06, as was education, ~(177)=-1.66, 
p=.10, (see Table 5). Arthritis patients were, however, 
significantly younger than diabetes patients, ~(178)=-2.43, 
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p=.01. Illness groups did not differ in the length of time 
since they had been diagnosed with their illnesses, 
~(178)=.10, 2=.92, but diabetic patients were significantly 
more likely to have been involved in patient education 
programs regarding their illness, x2 (1, N=180)=23.17, p<.01. 
Fifty-five (61.1%) diabetic patients answered that they had 
taken a class regarding their illness, while only 23 (25~6%) 
arthritis patients had taken such classes. However, when 
they were involved in patient education there was no 
difference in the average number of classes attended, 
~(178)=.17, 2=.86. Most (76.1%) felt the condition they 
were being asked about was their only, x2 (1, N=180)=1.12, 
2=.29, or their biggest, x2 (2, N=180)=1.40, 2=.47, medical 
problem, and these responses did not differ by disease 
group. 
Table 6 presents information regarding the living 
situation of the respondents. The majority of patients from 
both disease groups lived with their wives (66.7% for 
arthritis patients and 61.1% for diabetes patients), x2 (1, 
N=180)=.60, 2=.44. However, arthritis patients (31.1%) were 
more likely to live with their children, x2 (1, N=180)=6.08, 
p=.01, than diabetes patients (15.5%). In addition, 
arthritics were more likely to indicate that their child 
would be their major helper with day-to-day tasks. Only 4% 
of diabetics reported that their child was their major 
helper. 10% of arthritics reported that their child was 
Table 5.--Demographic Data for Survey Patients by Disease 
Category 
Diabetes Arthritis 12. = 
(n=90) (n=90) 
Race 0.80 
White 74 (82.2%) 73 (81.1%) 
Black 15 (16.7%) 15 (16.7%) 
Other 1 (1.1%) 2 (2.2%) 
Marital Status 0.52 
Single 3 (3.3%) 6 (6.7%) 
Married 54 (60.0%) 59 (65.6%) 
Widowed 16 (17.8%) 14 (15.6%) 
Divorced 14 (15.6%) 8 (8.9%) 
Separated 3 (3.33%) 2 (2.2%) 
Median Income 5,000-10,000 5,000-10,000 0.06 
Mean Years of 12.28 11. 61 
School 
Mean Years Since 14.13 14.28 0.92 
Illness 
Number Who Had 55 (61.1%) 23 (25. 6%) <.01* 
Classes Regarding 
Illness 
Mean Number of 4.29 4.66 0.86 
Classes 
Number who say: 18 (20.0%) 24 (26.7%) 0.29 
Condition Is Only: 
Chronic Condition 
Number who say: 50 (55.6%) 45 (50.0%) 0.47 
Condition Is 
Biggest Medical 
Problem 
Mean Age 67.94 70.33 0.02 
*indicates significant differences 
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Table 6.--Living Situation for Survey Respondents 
Diabetes Arthritis 2 = 
(n=90) (n=90) 
Gets helQ with 46 (51.1%) 57 (63.3%) 0.09 
day-to-day 
tasks 
Who is your 
major hel12er? 
0.20 
No one 43 (47.8%) 33 (36. 7%) 
Wife 35 (38.9%) 40 (44.4%) 
Children 4 (4.4%) 9 (10.0%) 
Parents 1 (1.1%) 0 (0.0%) 
Friends 2 (2.2%) 4 (4.4%) 
Non-Related 5 (5.6%) 2 (2.2%) 
Paid Help 
Siblings 0 (0.0%) 2 (2.2%) 
Who do you live 
with? 
No One 24 (26.7%) 18 (20. 0%) 0.29 
Wife 55 (61.1%) 60 (66.7%) 0.43 
Children 14 (15.6%) 28 (31.1%) 0.01** 
Grandchildren 10 (11.1%) 6 (6.7%) 0.29 
Parents 2 (2.2%) 3 (3.3%) 0.65 
Siblings 2 (2.2%) 0 (0.0%) 0.15 
Other 1 ( 1.1%) 0 (0.0%) 0.32 
Relatives 
Paid Helper 0 (0.0%) 0 (0.0%) 
Others 2 (2.2%) 6 (6.7%) 0.30 
(Friend) 
* percentages may total over 100 percent 
** indicates significant difference 
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their major helper. More arthritics report getting help 
from their child even though the groups did not differ when 
they were asked if they currently received help from anyone, 
x2 (l, N=180)=2.74, p=.09. Fifty-seven (63.3%) arthritis 
patients and 46 (51.1%) diabetes patients indicated that 
someone helped them. In many cases, therefore, arthritis 
patients may live with their children because they were more 
in need of help with day-to-day tasks. No other differences 
were significant. 
Table 7 describes social resources available to the 
survey respondents. Arthritis and diabetes patients did not 
differ in the amount they participated in any social 
activities they were questioned about; people they knew 
well enough to visit in their own homes, x2 (3, N=180)=1.92, 
2=.59, times in the past week they had talked to someone on 
the telephone, x2 (3, N=180)=3.50, 2=.32, or times in the 
past week they had spent time with someone that did not live 
with them, x2 (3, N=180)=5.39, 2=.15. The majority of both 
arthritis (95.6%) and diabetes patients (95.6%) felt they 
had someone that they could trust and confide in, x2 (1, 
N=180)=.00, 2=1.00. Most (94.4% of arthritis and 95.6% of 
diabetes) also felt that they would have someone who would 
take care of them if they were sick or disabled, x2 (1, 
N=180)=.12, 2=.73. Sixty percent of arthritis patients and 
55.5% of diabetes patients felt that help would be available 
for as long as they needed it, x2 (3, N=l80)=.65, p=.89. 
Table 7.--Social Resources for Survey Respondents 
Number of people you 
know well enough to 
visit in their homes 
None 
One or Two 
Three or Four 
Five or More 
Times in the oast 
week you talked to 
someone on the 
telephone 
Not at all 
Once 
2-6 times 
Once a day or more 
Times during the past 
week you spent time 
with someone who does 
not live with you 
Not at all 
Once 
2-6 times 
Once a day or more 
Do you have someone 
you can trust and 
confide in 
Yes 
No 
Diabetes 
(n=90) 
0 (0.0%) 
2 (2.2%) 
9 (10.0%) 
Arthritis 
(n=90) 
1 (1.1%) 
4 (4.4%) 
7 (7.8%) 
79 (87.8%) 78 (86.7%) 
3 (3.3%) 7 (7.8%) 
7 (7.8%) 10 (11.1%) 
35 (38.9%) 38 (42.2%) 
45 (50.0%) 35 (38.9%) 
6 (6.7%) 15 (16.7%) 
20 (22.2%) 21 (23.3%) 
43 (47. 8%) 40 (44. 4%) 
21 (23.3%) 14 (15.6%) 
86 (95.6%) 86 (95.6%) 
4 (4.4%) 4 (4.4%) 
0.59 
0.32 
0.15 
1. 00 
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Table 7.--Continued 
Diabetes Arthritis 2 = (n=90) (n=90) 
Do you find 
yourself feeling 
lonely: 0.45 
Quite Often 6 (6.7%) 10 (11.1%) 
Sometimes 26 (28.9%) 29 (32.2%) 
Almost Never 58 (64.4%) 51 (56.7%) 
Do you see your 
relations as 
of ten as you want 
to 0.19 
As of ten as 67 (74.4%) 59 (65.6%) 
wants to 
Unhappy about 23 (25.6%) 31 (34. 4%) 
how little 
Is there someone 
who would give 
you any: helg at 
all if you were 
sick or disabled? 0.73 
Yes 86 (95.6%) 85 (94.4%) 
No 4 (4.4%) 5 (5.6%) 
Would someone 
take care of you 
as long as you 
need it, for a 
short time, or 
now and then? 0.89 
Not at all 4 (4.4%) 3 (4.2%) 
Indefinitely 50 (55.6%) 54 (60.0%) 
Short Time 15 (16.7%) 13 (14.4%) 
Now and Then 21 (23.3%) 18 (20. 0%) 
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Table 7.--Continued 
Diabetes Arthritis 12 = (n=90) (n=90) 
Who is this 
Qerson 
No One 4 (4.4%) 4 (4.4%) 
Wife 30 (33.3%) 28 (31.1%) 
Children 37 (41.1%) 28 (31.1%) 
Siblings 8 (8.9%) 9 (10.0%) 
Friend 11 (12.2%) 15 (16.7%) 
Other 0 (0.0%) 2 (2.2%) 
Relatives 
Paid 0 (0.0%) 4 (4.4%) 
Helper 
How Qleasurable 3.23 3.93 0.07 
do you find 
your life 
activities 
How fulfilling 3.52 3.80 0.47 
do you find 
your life 
activities 
Do you believe 7.29 5.02 <.01* 
your illness 
detracts from 
your life 
activities 
* indicates significant difference 
Arthritis and diabetes patients did not differ on the 
degree to which they found their daily activities to be 
fulfilling, ~(178)=.72, 12=.470, or pleasurable, ~(178)=1.81, 
12=.072. However, arthritis patients were significantly more 
likely than diabetic patients to indicate that their 
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condition detracted from their work or their hobbies, 
~(178)=-4.83, 2<.0l. Therefore it seems that although 
arthritic patients find the same fulfillment and pleasure in 
their daily activities, they find their disease detracts 
from these actives a great deal more. 
Table 8 presents information on level of physical 
impairment by illness group. Arthritis patients were 
significantly less able to go shopping for groceries or 
clothes, x2 (2, N=l80)=10.24, p<.01, dress and undress 
themselves, x2 (2, N=l80)=9.82, p<.01, get in and out of bed, 
x2 (2, N=180)=7.92, p=.01, and take a bath or shower, x2 (2, 
N=180)=10.49, p<.01. Arthritics and diabetics were equally 
able to do housework, x2 (2, N=180)=6.12, p=.04, take care of 
their own appearance, x2 (2, N=180)=5.79, p=.05, walk 
unassisted, x2 (2, N=180)=5.29, p=.07, use the telephone, 
x2 (2, N=180)=.18, 2=.91, get to places out of walking 
distance, x2 (2, N=180)=1.87, 2=.39, prepare their own meals, 
x2 (2, N=180)=1.35, 2=.51, take their own medicine, x2 (2, 
N=180)=3.48, 2=.18, handle their own money, x2 (2, 
N=180)=2.58, 2=.27, and eat, x2 (2, N=180)=4.23, 2=.12. 
However, in no instance, did the chi-square analyses 
indicate that the diabetic patients were more physically 
impaired than the arthritis patients. This result is not 
surprising, given that the arthritis patients were also more 
likely to indicate that they needed help with day-to-day 
tasks and that their condition detracted from their everyday 
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Table 8.--Physical Impairment for Survey Respondents 
Diabetes Arthritis Q = 
(n=90) (n=90) 
Can :y:ou use the 
tele12hone 0.91 
Unable 1 ( 1.1%) 1 (1.1%) 
With Some Help 14 (15.6%) 12 (13.3%) 
With No Help 75 (83.3%) 77 (85.6%) 
Can :y:ou get to 
Qlaces out of 
walking distance 0.39 
Unable 1 ( 1.1%) 4 (4.4%) 
With Some Help 11 (12.2%) 10 (11.1%) 
With No Help 78 (86.7%) 76 (84.4%) 
Can :y:ou go 
sho1212ing 0.01* 
Unable 1 (1.1%) 10 (11.1%) 
With Some Help 11 (12.2%) 17 (18.9%) 
With No Help 78 (86.7%) 63 (70.0%) 
Can :y:ou :12re12are 
:y:our own meals 0.51 
Unable 2 (2.2%) 5 (5.6%) 
With Some Help 20 (22.2%) 20 (22.2%) 
With No Help 68 (75.6%) 65 (72.2%) 
Can :y:ou do :y:our 
housework 0.05 
Unable 7 (7.8%) 13 (14.4%) 
With Some Help 20 (22.2%) 30 (33.3%) 
With No Help 63 (70.0%) 47 (52.2%) 
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Table 8.--Continued 
Diabetes Arthritis :Q = 
(n=90) (n=90) 
Can you take your 
own medicine 0.18 
Unable 0 (0.0%) 3 (3.3%) 
With Some Help 5 (5.6%) 7 (7. 8%) 
With No Help 85 (94.4%) 80 (88.9%) 
Can you handle 
your own money 0.27 
Unable 1 (1.1%) 4 (5.6%) 
With Some Help 8 (8.9%) 11 (12.7%) 
With No Help 81 (90.0%) 74 (82.2%) 
Can you eat 0.12 
Unable 1 ( 1. 1%) 2 (2.2%) 
With Some Help 2 (2.2%) 8 (8.9%) 
With No Help 87 (96.7%) 80 (88.9%) 
Can you dress and 
undress yourself 0.01* 
Unable 1 ( 1.1%) 1 (1.1%) 
With Some Help 6 (6.7%) 21 (23.3%) 
With No Help 83 (92.2%) 68 (75.6%) 
Can you take care 
of your own 
a1212earance 0.06 
Unable 0 (0.0%) 1 ( 1.1%) 
With Some Help 1 ( 1.1%) 7 (7.8%) 
With No Help 89 (98.9%) 82 (91.1%) 
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Table 8.--Continued 
Diabetes Arthritis 12 = 
(n=90) (n=90) 
Can y:ou walk 0.07 
Unable 1 (1.1%) 4 (4.4%) 
With Some Help 3 (3.3%) 9 (10.0%) 
With No Help 86 (95.6%) 77 (85.6%) 
Can y:ou get in and 
out of bed 0.02 
Unable 0 (0.0%) 2 (2. 2%) 
With Some Help 1 (1.1%) 8 (8.9%) 
With No Help 89 (98.9%) 80 (88.9%) 
Can y:ou take a 
bath or shower 0.01* 
Unable 0 (0.0%) 3 (3.3%) 
With Some Help 11 (12.2%) 25 (27.8%) 
With No Help 79 (87.8%) 62 (68.9%) 
Do y:ou ever have 0.41 
trouble getting to 
the bathroom 
Yes 5 (5.6%) 8 (8.9%) 
Catheter 0 (0.0%) 1 ( 1.1%) 
No 85 (94.4%) 81 (90.0%) 
How of ten 0.57 
N/A 84 (93.3%) 82 (91.1%) 
Three or more 4 (4.4%) 4 (4.4%) 
times a week 
Once or twice a 2 (2.2%) 2 (2.2%) 
week 
Less than once 0 (0.0%) 2 (2.2%) 
a week 
*indicates significant difference 
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activities. 
Based on this descriptive information, therefore, the 
illness groups were quite equivalent on demographic 
variables, with one group slightly older and more educated 
about their condition, and the other group more physically 
impaired by their condition and more likely to say that 
their illness detracted from their daily activities. 
Participation in patient education, physical impairment, and 
illness detracting from daily activities will, therefore, be 
used as control variables in the regression equations being 
used to test the hypotheses. 
Building Composite Indices 
In order to test the hypotheses of interest, reliable 
scales first had to be developed to operationally define 
coping strategies, controllability, preferences for 
information and decision-making, preferred coping style, 
severity of illness, physical impairment, and social 
resources. Since the present sample consisted of diabetes 
patients and arthritis patients, I assessed reliabilities 
(i.e., Cronbach's alpha) separately for the two disease 
groups. Measures were considered reliable enough to proceed 
with analyses if they were consistent with reliabilities 
found in previous research. This standard was therefore 
different from scale to scale. 
Four of the eight sub-scales from Folkman and Lazarus 
Ways of Coping Questionnaire were of interest in this 
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research. They were as follows: (1) Positive Reappraisal, 
(2) Planful Problem-Solving, (3) Escape-Avoidance, and 
(4) Seeking Social Support. No hypotheses were developed 
involving the other scales from the Ways of Coping 
Questionnaire and they were not included in the analysis. 
The reliability coefficients obtained for each of these 
subscales are presented in Table 9. 
Table 9.--Reliability Coefficients for Coping Scales for 
Arthritis and Diabetes Disease Groups 
Coping Scales Cronbach's Alphas 
Arthritis Diabetes 
(n=90) (n=90) 
Planful Problem- .65 .75 
Solving 
Escape-Avoidance .69 .73 
Seeking Social 
Support .59 .65 
Positive 
Reappraisal .80 .77 
These reliabilities are generally consistent with those 
found in the coping literature, therefore the reliabilites 
were considered to be adequate for both disease groups. 
Controllability scores were obtained from three 
different sources. The Health Locus of Control was used as 
a measure of beliefs about sources of control. This scale 
can produce four subscales: internal locus of control, 
chance locus of control, doctors, and powerful others. In 
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addition, the doctors and powerful others can be combined to 
produce a overall powerful others subscale. The 
reliabilities for all four of these subscales are presented 
in Table 10. 
In addition to the Health Locus of Control Scale, 
patients responded to the Rheumatology Attitudes Index 
(RAI). This scale was originally designed for rheumatoid 
arthritis patients, but was modified for the diabetes 
patients and presented to them as well. Reliabilities for 
this scale are also presented in Table 10. Again, because 
they were comparable to previous literature, these scales 
were considered to be sufficiently reliable and consistent 
across disease groups to proceed with analyses. 
The third source of controllability scores was the 
diary scores. 
Table 10.--Reliability Coefficients for Health Locus of 
Control Scales for Arthritis and Diabetes Groups 
Coping Scales Cronbach's Alphas 
Arthritis Diabetes 
(n=90) (n=90) 
Internal .74 .82 
Chance .72 .76 
Doctors .52 .55 
Powerful Others .51 .63 
Overall Powerful .65 .62 
Others 
RAI .67 .52 
52 
Controllability, therefore, was assessed over time by four 
questions in the diaries the patients were asked to keep for 
five days. Correlational analyses indicate that all of the 
questions are highly correlated. Every correlation in a 
matrix consisting of each individual question was highly 
significant (Q<.001). Not surprisingly, therefore, factor 
analyses revealed one major underlying construct with an 
eigenvalue of 27.64 that accounted for 69.1% of the 
variance. 
Repeated measures ANOVA found no significant difference 
among the measures, the morning and afternoon responses, or 
the days of responses. Further repeated measures ANOVA on 
composites of each of the four questions examining the 
arthritis sub-group found no significant differences. It is 
possible that subjects either did not understand or did not 
follow the instructions and simply answered all the 
questions at the same time. It is also possible that 
subjects could not differentiate between the questions. 
Furthermore, the variance of the responses was quite 
small. The range for the course of illness response was 
2.54-2.73. The range for the daily symptoms response was 
2.77-2.80. The range for the effect of illness response was 
2.57-2.70 and the range for the decrease effect if illness 
response was 2.54-2.59. Because it is not clear what the 
responses to the diary questions indicate, and because two 
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better measures of controllability exist in the data set, 
the diary questions were not analyzed further. Because the 
responses were quite stable over time, little information 
was lost. 
The construct of preference for information was 
collected using the Biesecker Desire for Information Scale, 
and decision-making preference was assessed using the 
Biesecker Locus of Authority Scale. Coping styles, 
monitoring and blunting, were assessed by the Miller 
Monitoring and Blunting Scale. Reliabilities for these 
scales for each disease group are presented in Table 11. 
Table 11.--Reliability Coefficients for Information and 
Decision Scales for Arthritis and Diabetes Groups 
Information and 
Decision Scales 
Desire for 
Information 
Locus of 
Authority 
Blunting 
Monitoring 
Arthritis 
(n=90) 
.75 
.54 
.67 
.77 
Cronbach's Alphas 
Diabetes 
(n=90) 
.88 
.60 
.54 
.79 
Once again, because the alphas were consistent with 
previous research, these scales were considered sufficiently 
reliable and consistent across disease groups to continue 
with the analysis. 
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Severity of illness was assessed with a three part 
measure which (1) asked patients about the activity of 
various symptoms, (2) assessed information from patient 
charts regarding the progression of the disease, and (3) 
examined patient utilization of the medical facilities at 
Hines. Because this was not an established measure for 
either disease group, these scores were factor-analyzed, 
using principal components with varimax rotation, to 
determine if composite indices of severity of illness could 
be computed. Separate analyses were conducted for each 
disease group. Although separate analyses were necessary 
given the nature of the data, power was also reduced. It 
should be noted, therefore, that confirmatory factor 
analyses should be undertaken on future samples using these 
measures to verify the factors indicated here. 
The factor analysis for the diabetes sub-group found 
six factors with eigenvalues above 1 (see Table 12). 
Utilization of hospital services loaded highly on the first 
factor and accounted for 18.5% of the total variance with an 
eigenvalue of 3.14. Items loading onto this factor are 
underscored in Table 12 under Factor 1. Disease progression 
items loaded highly on the second factor, with a eigenvalue 
of 2.11 accounting for 12.4% of the total variance. Items 
loading onto this factor are underscored in Table 12 under 
Factor 2. 
The factor analysis of severity measures for the 
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arthritis sub-group indicated five factors with eigenvalues 
above one. Disease measures, both symptom activity and 
disease progression loaded onto the first factor. This 
factor accounted for 21.0% of the total variance and had an 
eigenvalue of 3.57. Items contributing to this factor are 
underscored in Table 13 under Factor 1. Hospital 
Table 12.--Factor Analysis of Diabetes Disease Variables 
Factor Factor Factor Factor Factor Factor 
1* 2** 3 4 5 6 
Sugar .179 .235 .566 
Trouble .370 .468 .504 
Rebound -.097 .297 .365 
Reaction -.016 .350 .214 
Level . 360 .493 -.432 
Retina .240 .528 -.033 
Nephro .500 -.048 -.116 
Neuro .496 .536 -.118 
Cardio .146 .118 -.558 
Amputate .273 .399 -.260 
Ulcer .475 .304 .093 
Hospital .635 -.413 .144 
ER .284 -.076 .329 
Other .242 -.035 -.594 
Days .565 -.411 .102 
Number .735 -.264 .038 
Types .749 -.368 .021 
* Percent variance Factor 1: 18.5 
** Percent variance Factor 2: 12.4 
.605 -.130 . 215 
.377 -.197 .499 
-.197 .499 .177 
-.063 .611 .088 
-.040 .148 -.285 
-.475 .253 .052 
.005 .128 -.107 
-.106 -.274 -.116 
.508 .347 -0.22 
-.271 -.332 . 319 
-.006 -.509 -.005 
-.081 .243 .146 
-.018 .067 -.731 
.371 .194 . 394 
-.425 .060 .182 
.019 .066 -.032 
.140 .008 .052 
Table 13.--Factor Analysis of Arthritis Disease Variables 
Symptoms 
Morning 
Pain 
Tender 
Medicate 
Joints 
Synovitis 
Extent 
Age 
Active 
Improve 
Hospital 
ER 
Other 
Days 
Visits 
Types 
Factor 
1* 
.505 
.395 
.496 
.686 
.460 
.304 
.647 
.683 
-.176 
.592 
.407 
.471 
.384 
-.158 
.033 
.446 
.337 
Factor 
2** 
.255 
-.166 
.470 
.149 
-.449 
-.177 
-.485 
-.423 
.133 
-.469 
-.146 
.201 
.513 
.418 
.138 
.713 
.696 
Factor 
3 
.331 
.065 
.154 
-.042 
-.303 
-.465 
.205 
.168 
.452 
.156 
.438 
-.581 
.040 
.453 
-.408 
-.085 
-.051 
* Percent variance Factor 1: 21.0 
** Percent variance Factor 2: 16.3 
Factor 
4 
-.204 
-.424 
-.438 
-.408 
.033 
.030 
.299 
.292 
.363 
.256 
.014 
.301 
-.009 
.402 
.314 
.183 
.267 
utilization items loaded onto the second factor and 
accounted for 16.3% of the total variance, with an 
Factor 
5 
-.278 
-.192 
.139 
.180 
.273 
.573 
-.038 
-.032 
.410 
-.056 
-.211 
-.080 
-.015 
.157 
-.642 
.115 
.000 
eigenvalue of 2.78. These items are underscored under 
Factor 2 in Table 13 (see Table 13). These items were 
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standardized and reliabilities from these factors were then 
assessed using Cronbach's alpha. The results appear in 
Table 14. 
Table 14.--Reliability Coefficients for Disease Severity 
Scales 
Disease Severity 
Scales 
Disease Measures 
Utilization 
Cronbach's Alphas 
Arthritis 
(n=90) 
.75 
.76 
Diabetes 
(n=90) 
.63 
.80 
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These four scales, disease measures and utilization for 
each disease group, were considered sufficiently reliable to 
proceed with the analysis. Therefore, the disease items 
combined for the arthritis group were (1) patient's rating 
of severity of current symptoms, (2) patient indication of 
current pain, (3) patient indication of current tenderness, 
(4) class of medication patient was prescribed, (5) presence 
or absence of synovitis, (6) extent of synovitis, (7) 
activity of RA, (8) extent of improvement over the past 
year. 
Five items were extracted from the patients' medical 
chart: (1) class of medication, (2) presence or absence of 
synovitis, (3) extent of synovitis, (4) activity of RA, and 
(5) extent of improvement over the past year. Chart review 
procedures were developed for this study to obtain this 
information. Previous research included ratings by the 
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patients' rheurnatologist which proved to be impossible to 
obtain in this setting, making chart review necessary. An 
expert in rheumatoid arthritis helped develop the form, 
trained a second rater, and rated a subset of the charts to 
establish the reliability of the trained rater. 
Charts included in this subset were, therefore, 
compared to obtain inter-rater reliability. These 
reliabilities were obtained in two different ways. Kappas 
were obtained and non-parametric discriminant analyses 
(Soltysik & Yarnold, 1993) were performed for the five 
rating pairs. For the five pairs, kappas ranged from -.14 
to .39. These kappas indicated that agreement between the 
two raters was not acceptable, and, indeed, in one instance 
agreement was worse than chance. Discriminant analyses 
confirm these findings, with none of the five pairs of 
interest performing significantly better than chance. 
Because these items had proved to be unreliable, they were 
dropped from the scale. Cronbach's alpha was obtained for 
the remaining three items and equaled .69. Alpha was 
improved when the question referring to symptoms was 
dropped. Therefore the disease scale for the arthritis sub-
group consisted of interview questions regarding tenderness 
and pain, and Cronbach's alpha was .70. While not capturing 
the full range of disease in arthritis, this scale was 
acceptable in terms of reliability. 
The disease items combined for the diabetic group were 
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(1) Level of illness, (2) extent of background diabetic 
retinopathy, (3) extent of neuropathy, (4) presence of 
diabetic related amputation. These items were all extracted 
from the medical charts and again inter-rater reliability 
was examined both by kappa and by non-parametric 
discriminant analysis for the four different pairs of 
ratings. Kappas in this instance ranged from .29 to .85. 
While some of the kappas were low, further investigation in 
the discriminant analyses indicated that the level of 
agreement differed significantly from chance (p<.01) for all 
the pairs of ratings. Based on this information from the 
discriminant analyses, these items were considered reliable 
enough to proceed with the analysis. 
The utilization items for the diabetic group were (1) 
number of hospitalizations in the past year, (2) number of 
days in the hospital in the past year, (3) number of clinic 
visits in the past year, and (4) number of types of clinics 
used in the past year. The utilization items for the 
arthritis group were (1) number of hospitalizations in the 
past year, (2) number of clinic visits in the past year, (3) 
number of types of clinics utilized in the past year, and 
(4) number of emergency room visits in the past year. While 
very similar, the utilization scales for each diagnosis were 
not identical. Since the groups were analyzed separately 
due to significant differences between them, it was not 
considered important to ensure that the disease severity 
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measures be comparable between the groups. It should also 
be noted that the number of co-morbid conditions did not 
enter into either the disease severity scale or the 
utilization scale. 
Levels of impairment was assessed using the Activities 
of Daily Living subscale of the OARS instrument and levels 
of social functioning was assessed using the Social 
Resources subscale. Reliability coefficients for these two 
scales appear in Table 15. 
While the ADL subscale was sufficiently reliable to 
proceed with the analyses, the Social Resources scale was 
not reliable. This lack of internal consistency may have 
several explanations. Several items which went into this 
Table 15.--Reliability Coefficients for Physical Impairment 
and Social Function Scales 
Level of Functioning 
Scales 
Activities of Daily 
Living 
Social Resources 
Arthritis 
(n=90) 
.92 
.44 
Cronbach's Alpha 
Diabetes 
(n=90) 
.71 
.26 
scale were badly skewed. For instance, 95% of the 
respondents indicated that they had someone they could 
trust. While this finding is perhaps not too surprising and 
indicates a good amount of social resources in the 
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population studied, it unfortunately attenuates correlations 
that contribute to an internally consistent scale. In 
addition, test-retest reliabilities for this scale were 
presented in the literature, not measures of internal 
consistency. While tests that are stable over time should 
also be internally consistent and while face validity would 
indicate that these items would go together to form a social 
resources scale, there was no method available to determine 
if the low alphas obtained for this sample, especially the 
diabetic group, were consistent with previous findings. 
Finally, the items did not have identical ranges. 
This scale was necessary to test one of the major 
hypotheses in the study and no other means of obtaining this 
information existed in the data set. Therefore, in order to 
improve the internal reliability of the scale each of these 
potential problem areas were investigated. Results of the 
adjustments to the Social Resources Scale are presented in 
Table 16. 
Initially, to deal with the problem of the scales not 
having identical ranges, the items contributing to this 
scale were standardized and the standardized items were 
combined to form a scale. As indicated in Table 16, 
reliability of the social resources scale did not improve to 
acceptable levels. In addition, because marital status was 
Table 16.--Social Resources Scale Variations 
Social Resources 
Variations 
New Marital Status 
With Standardized 
Variables 
Without Skewed 
Variables 
After Factor 
Analysis 
Arthritis 
(n=90) 
.41 
.45 
.29 
.52 
Cronbach's Alphas 
Diabetes 
(n=90) 
.25 
.23 
.42 
.62 
one of the scale items, it was categorized from five 
possible responses (i.e., single, married, widowed, 
divorced, separated) to currently married or not currently 
married and the new variable was entered into the scale to 
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replace the old variable. It should be noted that this item 
was categorical, not continuous. However, it had been 
included in previous research in social resources and these 
procedures were attempted to try to include it. Again, 
however, reliability coefficients did not improve to 
acceptable levels. Next, the items that were badly skewed 
(i.e. skewness greater than 4) were removed from the scale. 
The items that were removed were (1) Do you have someone you 
can trust and confide in? and (2) Is there someone who would 
take care of you if you were sick or disabled? As indicated 
previously (see Table 7) virtually all the survey 
participants responded positively to these two questions. 
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The remaining items were then tested for internal 
consistency. Again, the scale was not acceptable for use in 
hypothesis tests. 
Finally, the standardized items were factor-analyzed to 
determine the optimal combination of items. The factor 
analysis revealed four factors. Three items loaded onto the 
first factor. These items were (1) How many people do you 
know well enough to visit in their homes?, (2) How many 
times in the past week have you spent time with friends or 
relatives on the telephone, and (3) How many times in the 
past week did you spend time with people that you do not 
live with? Factor loadings for the factor analysis are 
presented in Table 17. 
Table 17.--Factor Loadings of Standardized Social Resources 
Items 
Factor 1 Factor 2 Factor 3 Factor 4 
Marital -.002 .006 .093 .884 
Visit .638 -.135 .206 -.207 
Called .746 .151 -.096 .137 
Spend .787 -.047 -.019 .008 
Trust -.075 -.094 .581 .067 
Lonely -.004 .056 .716 -.438 
See .196 .183 .680 .226 
Sick .101 .780 .057 -.430 
Extent -.101 .831 .004 .241 
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These three items were combined to form the social resources 
scale and this scale yielded the "after factor analysis" 
reliabilities presented in Table 16. While not ideal, these 
coefficients were considered reliable and consistent enough 
to proceed with analyses. 
Hypothesis Testing 
With these scales in place, hypothesis testing began. 
Separate regressions were performed for diabetic and 
arthritic patients. In addition, although all arthritis 
patients had some form of inflammatory arthritis, twenty-
three had questionable or inconclusive diagnoses. The 
majority (68%) of them had a definitive diagnoses of 
rheumatoid arthritis in their medical charts. For this 
reason, two different analyses involving the arthritis 
patients were conducted. The first analysis includes only 
those patients with well-documented rheumatoid arthritis 
(n=61), the second involved all the arthritis patients 
(n=90) . 
Illness Group and Illness Controllability 
Hypothesis 1 stated that despite differences in 
education about the illness, both disease groups were 
expected to make appraisals regarding controllability of the 
illness. This hypothesis was tested using t-tests comparing 
arthritis and diabetes groups on coping strategies and 
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controllability appraisals. 
An examination of coping strategies by diagnosis group 
found no differences on the level of positive reappraisal, 
~(178)=-1.05, Q=.30, seeking social support, ~(178)=.21, 
2=.83, planful problem-solving, ~(178)=-.44, 2=.66, or 
escape-avoidance, t(177)=2.08, p=.039. 
Differences between groups in controllability 
appraisals were examined next. This examination found no 
significant differences in ratings of 'powerful doctors', 
~(178)=-2.07, p=.04, 'powerful others', ~(178)=.46, Q=.65, 
and 'overall powerful others' control subscales, ~(178)=­
. 73, Q=.46. 
However, in further examining controllability 
appraisals, differences were found between the groups on 
three different ratings of control. In this instance, 
diabetes patients (M=4.9) reported a significantly higher 
rating of internal locus of control than arthritis patients 
(M=3.8), t(178)=-7.06, p<.01. On the other hand, arthritis 
patients reported higher ratings of external or chance locus 
of control (M=3.46) than diabetic patients (M=3.02), 
t(177)=2.75, p<.01) and higher ratings of helpless attitudes 
(M=40.12) than diabetic patients (M=35.80; t(178)=5.30, 
p<.01). This finding supports the hypothesis that both 
groups would make appraisals regarding the controllability 
of their illnesses. In addition, it confirms the importance 
of examining differences between illness groups in terms of 
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controllability appraisal, because they make different types 
of appraisals. 
Diabetic patients, therefore, have a higher internal 
locus of control concerning their illness, while arthritis 
patients have higher external, or chance, locus of control 
and higher helplessness attitudes toward their illness. 
Information Seeking and Decision Preference 
Hypothesis 2 states that patients who seek out 
information about their illness but def er decision control 
to doctors, nurses and/or powerful others are expected to 
have higher controllability appraisals of their illness 
compared to patients who: 1) don't seek information or 2) 
seek information and prefer to maintain decision control. 
In addition, Miller identifies styles of coping which 
refer to a person's preferred style of information seeking 
under threat. High monitors/low blunters are those with 
preferred coping styles of characteristically seeking 
information in stressful situations while low monitors/high 
blunters are those who prefer avoiding information. 
Regardless of illness group, those whose preferred style 
reflects seeking information (i.e., high monitors/low 
blunters) will have higher controllability appraisals than 
those who do not (i.e., low monitors/high blunters). 
Questions concerning personality style and preference 
for information and decision-making were tested using 
correlation and regression analyses. Separate regression 
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equations were tested for each group using internal, chance, 
powerful others, and powerful doctors loci of control, and 
helplessness attitudes as dependent variables. Thus, 
measures of controllability were the dependent variables in 
all instances. This procedure allowed investigation of 
differences between forms of control for the two disease 
groups. Disease, hospital utilization, income and disease 
distracting from day-to-day activities, and physical 
impairment were used as control variables in all the 
equations and were entered into the equation in the first 
step. Control variables were entered for two reasons 1.) 
because differences in the groups had emerged on these 
variables and they were entered to make equivalent 
comparisons between the groups and 2.) to control for 
disease severity as discussed in the introduction. 
Remaining variables, monitoring, blunting, preference for 
information and decision-making, were entered in a forward 
stepwise fashion with a significance level of .01 for entry, 
to adjust for the number of statistical tests conducted. 
All of the following beta weights are standardized and 
presented within the context of the resulting regression 
equation. 
Diabetics 
For the diabetes sub-group, the resulting regression 
equations are as follows: 
(1) Internal locus of control=(-.01 hobbies +.08 income 
+.02 disease -.019 physical +.20 usage) with r=.18 
accounting for 3% of the variance. 
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(2) External locus of control=(-.05 hobbies -.29 income 
+.21 disease -.16 usage +.35 physical) with r=.31 accounting 
for 9% of the variance. 
(3) Powerful Doctors=(-.01 hobbies +.13 income -.25 
disease -.14 physical +.09 usage) with r=.25 accounting for 
6% of the variance. 
(4)Powerful Others =(-.04 hobbies -.01 income +.10 
disease +.06 physical -.17 usage) with r=.15 accounting for 
2% of the variance. 
(5) Overall Powerful Others=(-.03 hobbies +.06 income-
.OS disease -.04 physical -.04 usage) with r=.14 accounting 
for 2% of the variance. 
For all locus of control dependent variables, no 
personality style variables significantly contributed to 
prediction and very little of the variance was accounted for 
in the diabetic group. 
(6) Attitudes=(-.34 hobbies -.02 income +.17 disease 
+7.37 physical +l.38 usage -11.49 monitoring -13.24 
blunting) with r=.52 accounting for 27% of the variance. 
For helplessness attitudes, monitoring coping style 
entered the regression equation after the control variables 
had been entered and had a significant predictive effect on 
helplessness attitudes, beta=-11.49, £<.01; partial r=.16. 
Blunting coping style entered the regression equation after 
69 
monitoring and also had a significant predictive effect on 
helplessness attitudes, beta=-13.24, 2=.0l; partial r=.08. 
Both of these variables entered the equation in a negative 
direction, meaning that personality styles for both 
preference for information and preference for no information 
contributed to reduced levels of learned helplessness. 
Therefore, monitoring and blunting did not affect 
perceptions of control but did affect attitudes of 
helplessness for the diabetic illness group. 
Arthritics 
The regression equations for the total arthritis sub-
group are as follows: 
(1) Internal locus of control=(.06 hobbies -.11 income 
+.37 usage +1.06 physical -.004 disease -1.38 blunting) with 
r=.51 accounting for 26% of the variance. 
The control variable physical impairment, beta=l.00, 
2<.0l, had a significant predictive effect on internal locus 
of control. Thus, arthritis patients with less physical 
impairment felt a higher internal locus of control. 
(2) External locus of control=(.02 hobbies -.16 income-
.OS usage -.19 physical +.002 disease) with r=.21 accounting 
for 4% of the variance. No variables entered the equation 
to contribute significantly to prediction. 
(3) Powerful Doctors =(-.06 hobbies -.04 income +.22 
usage +.12 physical -.008 disease -.08 decision) with r=.37 
accounting for 14% of the variance. Preference for 
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decision-making, beta=-.08, Q.=01; partial r=.10, entered 
the equation and made a significant contribution to 
prediction of powerful doctors of locus of control. Because 
the relationship is negative, lower levels of preference for 
decision-making predicted higher levels of powerful doctors 
locus of control. 
(4) Powerful Others=(.01 hobbies -.007 income +.20 
usage -.44 physical +.001 disease) with r=.20 accounting for 
4% of the variance. No variables contributed significantly 
to the variance. 
(5) Overall Powerful Others=(-.05 hobbies +.02 income 
+.21 usage -.12 physical -.006 disease -1.37 blunting) with 
r=.40 accounting for 16% of the variance. Blunting coping 
style entered the equation following the control variables, 
contributing significantly to prediction of overall powerful 
others locus of control, beta=-1.37, Q=.01; partial r=.14. 
Lower levels of blunting coping style lead to higher levels 
of overall powerful others locus of control. 
(6) Attitudes=(-.45 hobbies -.75 income +.31 usage -4.4 
physical +.02 disease) with r=.53 accounting for 28% of the 
variance. None of the personality style variables 
significantly contributed to prediction of attitudes of 
helplessness in the arthritis group. 
Unlike the diabetes group, in this arthritis group, 
monitoring and blunting did not affect attitudes of 
helplessness, but blunting and preference for decision-
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making did affect perceptions of control, that of control by 
powerful others and powerful doctors. In addition, 
arthritis patients who were less physically impaired felt a 
higher internal locus of control. 
Rheumatoid Arthritics 
Regression equations for those patients with definitive 
diagnoses of rheumatoid arthritis (n=61) are as follows: 
(1) Internal locus of control=(.11 hobbies -.04 income 
+.38 usage +.98 physical -.004 disease) with r=.51 
accounting for 31% of the variance. Of the control 
variables, physical impairment, beta=.98, p=.01, contributed 
significantly to prediction of internal locus of control. 
Again, patients with less physical impairment had a higher 
internal locus of control. 
(2) External locus of control=(.03 hobbies -.09 income 
-.24 usage -.05 physical +.008 disease) with r=.23 
accounting for 5% of the variance. No variables contributed 
significantly to prediction. 
(3) Powerful Doctor=(-.04 hobbies -.03 income +.31 
usage +.21 physical disease -.01 disease -.09 decision-
making preference) with r=.39 accounting for 15% of the 
variance. No control variables made a significant 
contribution to prediction of powerful doctors locus of 
control, however, decision-making preference, beta=-.09, 
p=.01; partial r=.17, did enter the regression equation 
following the control variables with a negative beta weight. 
72 
Therefore, patients with a higher decision preference had a 
lower powerful doctor locus of control. 
(4) Powerful Others=(.03 hobbies +.06 income +.19 usage 
-.45 physical +.0002 disease) with r=.17 accounting for 3% 
if the variance. No variables contributed significantly to 
prediction. 
(5) Overall Powerful Others=(-.02 hobbies +.008 income 
+.23 usage -.03 physical -.009 disease) with r=.20 
accounting for 4% of the variance. No variables contributed 
significantly to prediction. 
(6) Attitudes=(-.72 hobbies -.50 income -.93 usage -4.1 
physical +.02 disease) with r=.58 accounting for 34% of the 
variance. Detraction from hobbies, beta=-.72, 2<.0l, 
entered the equation and made a significant contribution to 
prediction of helpless attitudes. Thus, patients more 
likely to say that arthritis detracted from their hobbies 
had greater feelings of helplessness. 
Thus, for patients with a diagnosis of rheumatoid 
arthritis, decision-making preference loaded negatively on 
powerful others locus of control. Again, for this group of 
arthritis patients, detraction from hobbies and physical 
impairment were useful in predicting some aspects of 
control. 
These findings indicate that the personality style 
variables are more useful for prediction of feelings of 
control in the arthritis group than in the diabetes group. 
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In fact, very little of the variance was accounted for in 
the diabetes group. The exception was the attitudes of 
helplessness for this sub-group. In this instance, both 
monitoring and blunting contributed to lower levels of 
helplessness. A much higher percentage of the variance was 
accounted for in most of the arthritis equations. In 
addition to the personality variables, primarily for a 
powerful others locus of control, the variables physical 
impairment and detraction from hobbies proved to make 
significant contributions to prediction, especially for 
attitudes of helplessness and internal locus of control. 
Higher levels of physical impairment and higher levels of 
detraction from hobbies led to lowered levels of internal 
locus of control and higher attitudes of learned 
helplessness. 
Coping Strategies 
Hypothesis 3 states that once severity of illness is 
controlled for, patients displaying higher levels of 
positive coping strategies such as seeking social support, 
positive reappraisal, and planful problem solving, will view 
their illness as more controllable, whereas those using 
escape-avoidance will see their illness as less 
controllable. Regression analyses were used to test the 
relationship between coping strategies and appraisal. As 
was the case with the personality style variables, 
controllability appraisals (i.e., internal, chance, etc.) 
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were again the dependent variables, while the coping 
strategies of seeking social support, positive reappraisal, 
and planful problem solving and escape-avoidance were the 
independent variables. Separate regressions were performed 
for each disease group and for each controllability 
appraisal. Illness severity, physical impairment, income, 
and detraction from hobbies were again used as control 
variables in these analyses. 
Diabetics 
Results for the diabetes sub-group are as follows: 
(1) Internal locus of control=(.02 hobbies +.16 income -.05 
disease +.15 usage -.28 physical +.28 planful) with r=.33 
accounting for 11% of the variance. No control variables 
contributed significantly to prediction, but planful problem 
solving, beta=.28, ~=.01; partial r=.14, did contribute to 
prediction of internal locus of control. Higher levels of 
planful problem-solving were related to higher levels of 
internal locus of control for diabetics. 
(2) External locus of control=(-.04 hobbies -.29 income 
+.27 disease -.24 usage +.95 physical) with r=.43 accounting 
for 19% of the variance. No variables contributed 
significantly to prediction. 
(3) Powerful Others=(-.02 hobbies -.02 income +.07 
disease -.18 usage -.06 physical +.36 planful) with r=.33 
accounting for 11% of the variance. No control variables 
contributed to prediction, but planful problem-solving, 
beta= .36, 2=.0l; partial r=.17, did significantly 
contribute to prediction of powerful others locus of 
control. 
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(4) Powerful Doctors=(-.001 hobbies +.10 income -.26 
disease +.09 usage -.46 physical +.48 social -.37 escape) 
with r=.42 accounting for 18% of the variance. Seeking 
social support, beta=.48, £<.01; partial r=.11, entered the 
regression equation after the control variables, indicating 
that it contributes significantly to prediction of powerful 
doctors locus of control. Higher levels of seeking social 
support predicted a higher powerful doctors locus of 
control. 
(5) Overall Powerful Others=( -.01 hobbies +.01 income 
-.13 disease -.03 usage -.54 physical +.26 planful -.45 
escape +.39 social) with r=.48 accounting for 23% of the 
variance. No control variables significantly contributed to 
prediction of overall powerful others. However, planful 
problem-solving, beta=.26, 2=.0l; parital r=.25, escape-
avoidance, beta=-.45, £.<01; partial r=.06, and seeking 
social support, beta=.39, 2=.0l; partial r=.08, entered the 
equation to contribute significantly to prediction of 
overall powerful others. 
(6) Attitudes=(-.36 hobbies -.93 income +.27 disease 
+.85 usage +4.4 physical +3.7 social +2.1 planful) with r= 
.63 accounting for 39% of the variance. Seeking social 
support, beta=3.68, £<.01, and planful problem-solving, 
beta=2.14, 2<.0l, entered the regression equation 
contributing significantly to prediction. No control 
variables contributed significantly to prediction. 
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For the diabetic sub-group, therefore, planful problem-
solving and seeking social support load positively for many 
aspects of control and escape-avoidance loaded negatively on 
these same appraisals of control. For diabetics, therefore, 
seeking social support and planful problem-solving 
contributed to higher feelings of control over illness, and 
escape-avoidance contributed to lower feelings of control of 
these same feelings. Equally important is that aspects of 
disease or physical impairment did not contribute to 
feelings of control. 
Arthritics 
Results of the total arthritis group are as follows: 
(1) Internal locus of control=(.09 hobbies -.16 income 
+.22 usage +.98 physical -.0009 disease) with r= .46 
accounting for 21% of the variance. No variables 
significantly to prediction. 
(2) External locus of control=(.01 hobbies -.14 income 
+.09 usage +.006 physical -.001 disease) with r=.20 
accounting for 4% of the variance. No variables contributed 
significantly to prediction. 
(3) Powerful Doctor=(-.08 hobbies -.02 income +.20 
usage +.05 physical -.006 disease) with r= .28 accounting 
for 8% of the variance. No variables contributed to 
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prediction. 
(4) Powerful Others=(.05 hobbies -.03 income +.21 usage 
-.12 physical +.002 disease +.68 escape) with r=.39 
accounting for 15% of the variance. Escape-avoidance, 
beta=.68, 2<.0l; partial r=.17, entered the regression 
equation and contributed significantly to prediction. No 
control variables contributed to prediction. Higher levels 
of escape-avoidance were related to higher levels of 
powerful others locus of control. 
(5) Overall Powerful Others=(-.01 hobbies -.02 income 
+.22 usage +.01 physical -.002 disease +.41 escape) with 
r=.34 accounting for 12% of the variance. Again, escape-
avoidance, beta=.41, 2<.0l, partial r=.14, entered the 
equation and contributed significantly to prediction. 
Higher levels of escape-avoidance were related to higher 
levels of overall powerful others locus of control. 
(6) Attitudes=(-.49 hobbies -.75 income +.48 usage -
4.55 physical +.01 disease) with r=.53 accounting for 28% of 
the variance. Physical impairment, beta=-4.55, 2=.0l, 
partial r=.24, contributed significantly to prediction. 
Lower levels of physical impairment were related to lower 
levels of attitudes of helplessness. 
Seeking social support and planful problem solving did 
not contribute to feelings of control. However, feelings of 
escape-avoidance were related to higher levels of powerful 
others locus of control. In addition, physical impairment 
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was, again, related to increased levels of helplessness. 
Rheumatoid Arthritics 
Results for the patients with rheumatoid arthritis are 
as follows: 
(l)Internal locus of control=(.10 hobbies -.04 income 
+.36 usage +.93 physical -.002 disease) with r= .51 
accounting for 26% of the variance. No variables 
contributed significantly to prediction. 
(2) External locus of control=(.03 hobbies -.08 income 
-.17 usage -.14 physical +.005 disease) with r=.17 
accounting for 3% of the variance. No variables contributed 
significantly to prediction. 
(3) Powerful Others=(.05 hobbies +.02 income +.40 usage 
+.01 physical -.004 disease +.76 escape) with r=.41 
accounting for 17% of the variance. Escape-avoidance, 
beta=.76, ~<.01, partial r=.22, entered the equation, 
contributing significantly to prediction. Higher levels of 
escape-avoidance contributed significantly to higher levels 
of powerful others locus of control. 
(4) Powerful Doctors=(-.05 hobbies -.01 income +.26 
income +.16 usage -.007 disease) with r= .22 accounting for 
5% of the variance. No variables contributed significantly 
to prediction. 
(5) Overall Powerful Others=(.001 hobbies -.0004 income 
+.35 usage +.14 physical -.005 disease +.46 escape} with 
r=.36 accounting for 13% of the variance. Escape-avoidance, 
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beta=.46, 2=.0l, partial r=.17, contributed significantly to 
prediction. 
(6) Attitudes=(-.74 hobbies -.44 income -.80 usage 
+4.34 physical +.01 disease) with r=.57 accounting for 33% 
of the variance. Detraction from hobbies, beta=-.74, 2<.0l, 
contributed significantly to prediction of attitudes of 
helplessness. Higher levels of detraction from hobbies were 
related to higher levels of helplessness attitudes. 
In both arthritis groups, seeking social support and 
planful problem-solving do not factor into perceptions of 
control, but escape-avoidance loads positively into 
predicting appraisals of control involving powerful others. 
In addition, the variables, physical impairment and 
detraction from hobbies are related to attitudes of 
helplessness. These relationships to helplessness exist 
despite the fact that severity of disease has minimal beta 
weights and does not contribute to prediction. 
For the diabetic group, then, use of increased levels 
of coping strategies such as seeking social support and 
planful problem-solving were related to increased feelings 
of control. For the arthritic group, these coping 
strategies did not contribute to prediction. Instead, 
higher levels of escape-avoidance were related to higher 
levels of giving control over to powerful others. In 
addition, as was the case in looking at personality styles, 
detraction from hobbies and physical impairment were related 
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to increased levels of attitudes of helplessness. 
Functional Status 
Hypothesis 4 concerns the relationship between 
controllability appraisal and functional status. 
Specifically, it states that after controlling for severity 
of illness, higher controllability appraisals are expected 
to be related to lower levels of functional impairment in 
activities of daily living and instrumental activities of 
daily living. The functional status measures (e.g. 
activities of daily living (ADL), instrumental activities of 
daily living (IADL), and social resources) are used as 
independent variables and the controllability appraisal as 
the dependent variables. Once again, separate regression 
equations were performed for each of the controllability 
appraisals and for each disease group. Illness severity, 
income, hospital usage, and detraction from hobbies were 
again used as control variables. 
Diabetics 
Regression equations for the diabetes disease group are 
as follows: 
(1) Internal locus of control=(.005 hobbies +.09 income 
- .007 disease +.199 usage) with r=.18 accounting for 3% of 
the variance. No variables contributed significantly to 
prediction. 
(2) External locus of control=(-.05 hobbies -.27 income 
+ .22 disease -.24 usage) with r=.31 accounting for 10% of 
the variance. No variables contributed significantly to 
prediction. 
(3) Powerful Others=(-.03 hobbies -.04 income + .11 
disease -.12 usage) with r= .13 accounting for 2% of the 
variance. No variables contributed significantly to 
prediction. 
(4) Powerful Doctors=(-.006 hobbies +.13 income -.22 
disease +.05 usage) with r=.23 accounting for 5% of the 
variance. No variables contributed significantly to 
prediction. 
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(5) Overall Powerful Others=(-.02 hobbies +.04 income -
.05 disease -.03 usage) with r=.10 accounting for 1% of the 
variance. No variables contributed significantly to 
prediction. 
(6) Attitudes=(-.49 hobbies -.88 income +l.17 disease 
+.38 usage +2.48 social resources) with r=.36 accounting for 
13% of the variance. Social resources, beta=2.48, 2<.0l, 
partial r=.10 contributed significantly to attitudes of 
helplessness. Increased levels of social resources were 
related to increased levels of attitudes of helplessness. 
For the diabetes group, increased social resources 
predicted higher attitudes of helplessness. In no other 
instance, did the hypothesized functional status variables 
relate to the appraisals of controllability. 
Arthritics 
Results for the total arthritis disease group are as 
follows: 
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(1) Internal locus of control=(.09 hobbies -.16 income 
+.22 usage -.0009 disease +.98 physical impairment) with 
r=.46 accounting for 22% of the variance. Physical 
impairment, beta=.98, 2<.0l, contributed significantly to 
prediction of internal locus of control. Higher levels of 
physical impairment were related to lower levels of internal 
locus of control. 
(2) External locus of control=(.002 hobbies -.18 income 
+.05 usage +.0001 disease) with r=.19 accounting for 4% of 
the variance. No variables contributed significantly to 
prediction. 
(3) Powerful Others=(.03 hobbies -.10 income+ .17 
usage +.005 disease) with r=.16 accounting for 3% of the 
variance. No variables contributed significantly to 
prediction. 
(4) Powerful Doctors=(-.07 hobbies -.02 income + .19 
usage -.006 disease) with r=.28 accounting for 8% of the 
variance. No variables contributed significantly to 
prediction. 
(5) Overall Powerful Others=(-.02 hobbies -.06 income 
+.18 usage -3.5 disease) with r=.18 accounting for 3% of the 
variance. No variables contributed significantly to 
prediction. 
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(6) Attitudes=(-.49 hobbies -.75 income +.48 usage +.01 
disease -4.55 physical impairment) with r=.53 accounting for 
28% of the variance. Physical impairment, beta=-4.55, 
p<.01, contributed significantly to attitudes of 
helplessness. Lower levels of physical impairment were 
related to increased levels of helplessness. 
Results for the patients with rheumatoid arthritis are 
very similar. Physical impairment entered in the equation 
for internal locus of control, but unlike the total group it 
did not enter into the equation for helplessness attitudes. 
For all of the arthritis patients, therefore, physical 
impairment seems to predict appraisals of control and 
increased attitudes of helplessness. 
Social resources and physical impairment were of little 
use in predicting controllability appraisals in the diabetic 
group. In only one instance was social resources a 
significant predictor of controllability, that of attitudes 
of helplessness. Social resources were also of very little 
use in predicting controllability in the arthritis group. 
However, physical impairment did contribute significantly to 
controllability appraisals of internal locus of control and 
attitudes of helplessness. 
CHAPTER IV 
DISCUSSION 
Overview of Findings 
This study evaluated four hypotheses. Hypothesis one 
involved illness group and illness controllability. Both 
disease groups were expected to make appraisals regarding 
the controllability of their illness. T-tests compared 
arthritis and diabetes groups on controllability appraisals 
and coping strategies. No differences were found between 
the groups on coping strategies of positive reappraisal, 
seeking social support, planful problem-solving, or escape-
avoidance. No differences were found in ratings of 
'powerful others' types of locus of control. However, 
diabetics were significantly higher on ratings of internal 
locus of control and arthritics had significantly higher 
ratings of chance locus of control and helplessness ratings. 
Hypothesis two involved relationships between information 
seeking and decision preference and controllability 
appraisal. Patients comfortable with information who 
deferred decision control were expected to have higher 
controllability appraisals than patients not comfortable 
with information or patients who wanted both information and 
decision control. Regression analyses using different 
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controllability measures as dependent variables and 
preference for information and decision as independent 
variables tested this hypothesis. Monitoring and blunting 
did not affect perceptions of control, but did affect 
attitudes of helplessness for the diabetic group. Higher 
blunting and lower preference for decision-making scores 
were related to higher perceptions of control by 'powerful 
others' in the arthritis group. In addition, arthritis 
patients who were less physically impaired felt a higher 
internal locus of control. Preference for decision-making 
and personality style were more useful for prediction in the 
ARTHRITIS group than in the DIABETES group. PHYSICAL 
IMPAIRMENT played a role in prediction of feelings of 
control for the ARTHRITIS group. 
Hypothesis three involved coping strategies. Patients 
with higher levels of seeking social support, positive 
reappraisal, and planful problem-solving were expected to 
view their illness as more controllable, regardless of 
illness group. Those using escape-avoidance were expected 
to view their illness as less controllable. Regression 
analyses using different controllability measures as 
dependent variables and coping strategies as independent 
variables tested this hypothesis. For the diabetic group, 
planful problem-solving and seeking social support 
contribute to higher feelings of control over illness and 
escape-avoidance contributed to lower feelings of control. 
For the arthritic group, escape-avoidance was related to 
higher feelings of 'powerful others' locus of control. 
Physical impairment was related to increased feelings of 
helplessness. For the diabetic group, results are exactly 
as predicted. For the arthritis group, most coping 
strategies did not contribute to feelings of control. The 
exception was escape-avoidance. In addition, physical 
impairment and detraction from hobbies contributed to 
prediction of feelings of control. 
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Hypothesis four dealt with functional status. Higher 
controllability appraisals were expected to be related to 
lower levels of functional impairment in activities of daily 
living and higher levels of social resources. Regression 
analyses using different controllability measures as 
dependent variables and functional status and social 
resources as independent variables tested this hypothesis. 
For the diabetic group, increased social resources predicted 
higher attitudes of helplessness. No other variables were 
related to appraisals of controllability. For the arthritis 
group, physical impairment predicted appraisals of control 
and increased attitudes of helplessness. Social resources 
and physical impairment were of little use in the diabetic 
group. Physical impairment was important in the arthritic 
group, but again, social resources was of little use. 
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Conclusions 
This study demonstrates that coping strategies and 
personality preference do indeed affect controllability 
appraisals, but the kind of appraisal which is being made 
and the strategies which are effective differ from situation 
to situation. 
For instance, in a situation in which control over 
daily events is highly possible (i.e. the diabetic group), 
support is found for Hypothesis Three involving coping 
strategies and controllability, but not for Hypothesis Two 
involving personality style variables. Coping strategies, 
such as planful problem-solving and seeking social support, 
were related to higher levels of internal locus of control. 
In addition, higher levels of planful problem-solving were 
related to higher levels powerful others and overall 
powerful others locus of control, and decreased attitudes of 
helpless towards the illness, while higher levels of seeking 
social support were positively related to overall powerful 
others and powerful doctors and decreased levels of 
attitudes of helplessness toward illness. Escape-Avoidance 
is positively related to external locus of control and 
negatively related to powerful doctors and overall powerful 
others. In addition, more of the variance is accounted for 
in the diabetic group when coping strategies are considered 
than when personality styles are considered. Therefore, in 
the condition where control is possible, coping strategies 
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are useful. 
In addition, monitoring and blunting were both 
negatively related to helplessness attitudes in the diabetic 
sub-group. These findings support the research of Taylor et 
al. (1991) in which coping was self-generated by patients 
with a chronic condition and Miller (1987) who found that 
both strategies can be useful, and information should be 
provided on an individual basis, depending on that person's 
level of comfort with information. 
However, in a situation which is objectively more 
uncontrollable (i.e. the arthritic group), the situation is 
reversed. Support is found for Hypothesis Two involving 
personality variables, but not for Hypothesis Three 
involving coping strategies. Coping strategies appear to be 
unrelated to appraisals of control in the arthritis group. 
Instead, personality variables, such as decision-making 
preference and preference for information, were related to 
feelings of control. For the arthritic group, much more of 
the variance is accounted for when considering preferences 
for information and decision-making are considered. 
Decision-making preference negatively predicted internal 
locus of control and powerful others locus of control and 
positively predicted attitudes of helplessness. 
Furthermore, preference for information positively predicted 
powerful others (e.g., doctors, nurses, physical therapists) 
locus of control. This finding supports Mills and Krantz 
(1979) finding that both information and decision-making 
preference may be more stressful than either preference 
alone. 
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For instance, decision-making preference was negatively 
related to perception of powerful others in control, but 
positively related to helplessness attitudes towards the 
illness. In fact, the only coping strategy which was 
related to controllability appraisal in the 'uncontrollable 
situation' was escape-avoidance. For instance, escape-
avoidance was positively related to perceptions of powerful 
others and overall powerful others. It is possible in this 
uncontrollable situation, the arthritics are only able to 
feel control by giving control over to powerful others. 
Having failed to increase their feelings of internal control 
through the use of other coping strategies, they seek 
feelings of control by powerful others. Escape-avoidance is 
the means through which this transfer is accomplished 
because other internal strategies failed. 
Therefore, support was found for Hypothesis One, Two, 
and Three, but was limited by the situation. The crucial 
factor for the controllability appraisals appears to be the 
nature of the situation. These findings reflect that 
perceived control over arthritis is very different than 
perceived control over diabetes. In the case of arthritis, 
for instance, arthritics had higher levels of chance locus 
of control than diabetics; diabetics had higher levels of 
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internal control. In addition, physical impairment and 
detraction from hobbies made significant contributions to 
prediction for the arthritics and did not for the diabetics. 
These variables were significantly related despite the fact 
that the disease variable never made a significant 
contribution. However, this finding should be interpreted 
with care because it is possible that the limited nature of 
the severity of disease variable for the arthritics limited 
the usefulness of the variables in prediction. Other 
aspects of severity of disease may contribute to 
controllability appraisals. 
These findings are clinically relevant in that they 
suggest strategies for dealing with patients with different 
kinds of chronic conditions. Since diabetics are able to 
use coping strategies, such as planful problem-solving, to 
feel more control over their condition, they should be 
encouraged to feel control over their illness with very 
explicit plans for caring for their condition and to seek 
the support of doctors, nurses and other professional care-
givers. 
Arthritics, on the other hand, do not seem to use these 
strategies, at least not to feel that they are successfully 
controlling their condition. In fact, disease 
characteristics, such as physical impairment and detraction 
from hobbies, and personality style have much greater 
predictive power than the coping strategies. The challenge 
for clinicians in this case is early diagnosis and 
prevention of physical impairment. 
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Contrary to expectations, however, social resources and 
physical impairment did not seem to be related to percep-
tions of controllability for the diabetic sub-group, while 
physical impairment was related for the arthritis sub-group, 
at least for the internal locus of control appraisal. 
The relationship between controllability appraisals and 
coping strategies and personality styles appears to be quite 
complex. In looking at our preliminary model (see Figure 
1), therefore, we have support for the relationship between 
coping strategies and controllability appraisal in one 
situation and for the relationship between personality style 
(see Figure 2) and controllability appraisal (see Figure 3) 
in another situation. The crucial factor which determines 
whether coping strategies or personality styles will be more 
useful is apparently the nature of the situation or the 
disease itself (i.e., whether control is objectively 
possible) . 
The study also indicated through use of the diary that 
these perceptions of control may be quite stable over time 
of day and from day to day. However, several problems exist 
in drawing this conclusion. It is possible that subjects 
did not understand the instructions of the diary and 
returned diaries which do not reflect their true feelings 
from time to time or day to day. It is also possible that 
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the diary procedure does, indeed, reflect a stability in 
feelings in control over the chronic condition. More work, 
longitudinal in nature, and for a longer time span than five 
days is necessary to draw this conclusion. In addition, it 
may be that this population, with an average length of time 
since diagnosis of 14 years, had adjusted to their 
conditions, and thus, their appraisals of controllability 
were much more stable than if a group of recently diagnosed 
individuals with chronic conditions were followed in this 
manner. 
The study also demonstrated that disease severity is 
not an equivalent construct between illnesses. The study 
found, for example, that for diabetics, disease progression 
is a strong construct underlying illness severity measures. 
For arthritics, both daily symptom activity and disease 
progression measures load quite strongly on a factor 
describing overall illness severity. 
In addition, chart review procedures developed for this 
study worked quite reliably for the diabetes group, but were 
unreliable for the arthritis group. This difference may be 
due to several factors. First, the diabetes charts may have 
been simpler to read. Second, although both chart review 
procedures were designed to be objective checklists, the 
arthritis information proved to be harder to quantify in 
these objective terms. For instance, the question on extent 
of improvement over the past year may have been too open to 
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interpretation to make it easily obtained from chart review. 
Finally, the diabetes checklist was based on work already 
done and an equivalent form was not found in the arthritis 
literature. The diabetes measure may have been more 
reliable because more work has already gone into the 
development of the measure. 
One limitation of the present study concerns the method 
of subject recruitment. This method of recruitment was a 
convenience sample and represents a source of selection 
bias. By surveying patients followed in a medical clinic, 
it is possible to achieve a sample which is overly 
represented by patients who are having trouble with their 
treatment. The clinic sample might also include patients who 
are examined regularly because they view regular 
examinations as a way to control their illnesses. In 
conducting research in an new area, one is often required to 
make trade-offs. This method of sampling is considered 
acceptable given that this is an exploratory study whose 
purpose is to gather information which will be used to 
develop a larger longitudinal study examining 
controllability and coping in chronic illness. 
Another limitation of the study is that it is cross-
sectional in nature. This type of study, being neither 
experimental or longitudinal makes it impossible to 
determine causality. Folkman (1984) maintains, for example, 
that coping processes are probably bi-directional. 
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Alternative designs, for instance, could emphasize coping 
strategies as dependent variables and controllability 
appraisals as independent variables. In addition, it is 
also possible that an appraisal of controllability affects 
functional outcomes (see Figure 1). This relationship may 
also differ by the type of situation. While prospective or 
longitudinal studies are necessary to investigate the bi-
directional nature of coping with a chronic illness, not 
enough information is currently available to conduct them. 
We do not know, for instance, if the stability of 
controllability appraisals found in this study are due to 
the nature of the questions or the nature of the appraisal 
or simply the length of time since diagnosis. Before 
longitudinal studies are conducted, the stability of the 
controllability appraisal should be investigated further. 
External validity is limited in this study by the 
inclusion of only males in the study sample. The ability to 
generalize across the chronic illness population is 
therefore limited because most people with chronic illnesses 
are older and older people are more likely to be women. 
Nevertheless, this study provides useful information for 
future studies which should include women and older people. 
Another limitation of the present study concerns the 
self-report nature of most of the measures. Simply because 
individuals endorse a scale is no guarantee that they 
actually engage in these behaviors. In addition, it is 
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possible that thinking about one's illness in terms of the 
Ways of Coping Questionnaire may have an effect on the type 
of coping strategies an individual endorses (Stone et al., 
1991). This limits the construct validity of the proposed 
study. Every effort was made to ensure that patients 
understood that they were to respond to the Ways of Coping 
Questionnaire in terms of their primary diagnosis. 
Additionally, it was necessary to make a distinction between 
actual coping strategies and perceived coping strategies. 
The Ways of Coping Questionnaire measures perceived coping 
strategies. 
An additional threat to construct validity involves the 
measurement and comparison of severity of illness. While 
this procedure was based on constructs previously discussed 
in arthritis literature, new chart review procedures were 
developed for the study. Although the feasibility of using 
these procedures was examined during the pilot-test, 
difficulty with these measures eliminated one of the 
previously identified constructs, that of disease 
progression, for the arthritis group. In addition, the 
construct of symptom activity was not replicated for the 
diabetes group. Because there was no indication that these 
measures represented the same construct for both illness 
groups, comparisons between the groups could not be made 
directly. In fact, because different factors emerged from 
the disease measures in factor analysis, it might indicate 
that these are very different constructs. More research 
needs to be done on the construct of illness severity and 
its meaning in different illnesses. In addition, 
differences existed between the groups on a number of 
different demographic characteristics making direct 
regression comparisons between the illness groups 
impossible. 
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Patients also may have been concerned that they were 
selected to participate in the study because someone 
suspected that they were coping poorly or coping well with 
their illness. If so, this concern may have biased 
responses. Every effort was taken to ensure that 
individuals did not believe that their levels of coping were 
the reason they were selected to participate. For instance, 
if patients asked why they were called to participate, they 
were told that the author had been given their name as a 
person with the conditions of interest in the study and that 
she had no other information about the patient. 
Finally, the study has limited power to draw 
conclusions, especially for the patients with definite 
diagnoses of rheumatoid arthritis. There were 61 patients 
in this category. Conclusions based on these analyses need 
to be confirmed using an independent data set to assess 
their stability. 
Future research should concentrate on developing 
reliable measures to investigate the severity of the 
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illnesses which result in coping strategies, as well as 
developing an internally consistent social resources scale. 
In addition, future research should focus on long-term 
longitudinal studies, for two reasons. First, the stability 
of controllability appraisals needs to be established. 
Additionally, the question of how strategies and appraisals 
affect each other needs to be addressed. Only longitudinal 
studies can answer the question of which comes first, the 
strategy or the appraisal, be answered. 
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Table 18.--Data Sources 
Hypothesis Construct Measure Data Support 
Source from Study 
1. Patients positive Ways of Interview Support 
with higher coping Coping for IDDM; 
levels of strategies No support 
positive for RA 
coping 
strategies feeling control Interview 
will view more score and Diary 
illness as control 
more over 
controllable. illness 
2. Patients seeking Desire Interview Support 
who seek out informa- for for RA; No 
information ti on Inf or- support 
but def er mat ion for IDDM 
decisions 
will feel decision- Locus Interview 
more control. making of 
Pref erred preference Au tho-
coping styles rity 
comfortable pref erred Moni- Interview 
with 
information coping toring 
will feel style- and 
control. monitoring Blunt-more ing 
pref erred Moni- Interview 
coping to ring 
style- and 
blunting Blunt-
ing 
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Table 18.--Continued 
3. Both 
illness 
groups 
will have 
similar 
relation-
ships 
between 
coping and 
controll-
ability 
once 
severity 
of illness 
is 
accounted 
for. 
4. Higher 
Controll-
ability 
appraisals 
are 
expected 
to be 
related to 
lower 
levels of 
impairment 
and higher 
levels of 
social 
function-
ing 
Illness 
groups 
Insulin-
dependent 
Diabetes 
Primary 
diagnosis 
Limited 
support, 
both 
groups 
made 
appraisals 
and used 
coping 
1--~~~~~---i,._~~~~~--+~~~~~~-1 strategies 
Severity Symptom Patient but to 
of Illness Activity Interview different 
levels of 
impairment 
levels of 
social 
function-
ing 
and and Chart effect. 
Disease Review 
Severity 
OARS 
Activity 
of Daily 
Living 
OARS 
Social 
Resources 
Interview 
Interview 
Not as 
expected 
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CHRONIC ILLNESS AND COPING SURVEY 
Hello, (patient's name). My 
name is Maureen and I would like to thank you for coming in 
today. We are ready to start so if you could take a seat, I 
have something for you to read before we begin. 
INFORMATION SHEET 
Do you have any questions before we start? 
Again, this will all be confidential and you do not have to 
answer anything that you do not feel comfortable answering. 
Information Sheet 
Coping with Chronic Disease: Patient Determination of 
Controllability 
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Thank you for volunteering to be part of our research 
project today. The following is information concerning your 
participation in this study. 
1. Taking part in the research is entirely voluntary. 
2. You may not personally benefit from taking part in 
the research but the knowledge obtained may help the health 
professionals caring for you better understand your 
disease/condition and how best to treat it. 
This study is being conducted to investigate how 
individuals decide whether they can cope with a chronic 
condition and whether their method of coping has an effect 
on their health. We are specifically interested in studying 
two chronic conditions in this study: insulin-dependent 
diabetes and rheumatoid arthritis. Your participation in 
this study will provide us with information to help patients 
adjust to treatment and to their chronic condition. One 
hundred and ninety-six patients from Hines are being asked 
to participate in this study. 
You will be asked to participate in one hour-long 
interview today. In addition, you will be asked to respond 
to certain questions in a diary over the course of a week. 
The study, therefore, requires your participation for a 
week. 
Any information obtained about you in this study will 
be treated as confidential and will be safeguarded in 
accordance with the Privacy Act of 1974. Information 
published or presented about the results of the study will 
be in a form that does not identify any particular 
participant. 
In the event of illness or injury that you believe to be 
related to the study, or if you have any questions about 
your rights as a research subject, you can also contact Dr. 
Nemchausky (Chairman of the Human Studies Subcommittee, at 
(708)343-7200 ext. 2241). If any medical problems occur in 
connection with this study, the VA will provide emergency 
care. In addition, the researcher conducting this study, 
Maureen O'Brien, will explain the study to you and will be 
available to answer any questions that you might have. She 
can be reached at (708) 343-7200 ext. 5178. You do not have 
to take part in this study and your refusal to participate 
will involve no penalty or loss of rights to which you are 
entitled. You may withdraw from this study at any time 
without penalty or loss of VA or other benefits to which you 
are entitled. 
Thank you for your participation today. Please return your 
diary in the self-addressed, stamped envelope provided. 
Maureen O'Brien 
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Additional Social Resources Questions Asked 
How pleasurable do you find your life activities? 
1 2 3 4 5 6 7 8 9 10 
very not at all 
How fulfilling do you find your life activities? 
1 2 3 4 5 6 7 8 9 10 
very not at all 
How much do you believe your illness detracts from your work 
or your hobbies? 
1 
very 
2 3 4 5 6 7 8 9 10 
not at all 
Severity of Illness-Rheumatoid Arthritis 
(to be filled out by the patient) 
1. Please indicate how severe your current symptoms are 
compared with six months ago. 
1 2 
a great 
better 
3 4 
not at all 
different 
5 
a great 
deal worse 
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2. Assuming that you have morning stiffness, please indicate 
the duration of your morning stiffness in hours and minutes. 
3. Please indicate your current pain. Think of thermometer. 
If O degrees were no pain and 100 degrees were a tremendous 
amount of pain, how would you rate your pain? 
0-------------------------------------------------------100 
4. Please think about your current joint tenderness and 
swelling. Again think of a thermometer. If 0 degrees were 
no tenderness and swelling and 100 degrees were a tremendous 
amount of tenderness and swelling, how would you rate your 
tenderness and swelling? 
0-------------------------------------------------------100 
DISEASE PROGRESSION-RA 
(to be filled out by chart review) 
1. Severity Of Illness 
____ Class 1 Medications 
-aspirin, prednisone, etc. 
____ Class 2 Medications 
-gold, methotrexate, etc. 
2. Number of joints listed 
a.) <5 
b.) 
>5 
UE 
LE 
c.) location 
3. Presence of Synovitis 
__ Present 
__ Absent 
4. Extent of Synovitis (please circle one) 
mild moderate 
5. Age of Patient 
6. Active 
Inactive 
---
severe 
7. Extent of Improvement over past year (circle one) 
1 
much 
improvement 
2 3 
stays 
the same 
4 5 
much 
deterioration 
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Severity of Illness-Insulin-dependent Diabetes 
(to be filled out by the patient) 
1. Please indicate how difficult it has been for you to 
maintain your blood sugar levels over the past six months. 
1 
very easy 
2 3 
about average 
4 5 
very difficult 
2. Think of a thermometer. If 0 degrees were not at all 
troublesome and 100 degrees were very troublesome, please 
indicate how troublesome your illness has been over the past 
six months. 
0-------------------------------------------------------100 
3. Think of a thermometer again. If 0 degrees were no 
rebound effects and 100 degree were a tremendous number of 
rebound effects, please estimate the frequency of your 
rebound effects. 
0-------------------------------------------------------100 
4. Please estimate how frequent your severe reactions have 
been in the past six months. 
DISEASE PROGRESSION-IDDM 
(to be filled out by chart review) 
1. Fasting Blood Sugar 
2. Level 
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1. controlled by diet or oral hypoglycemic agent 
AND no evidence of severe end-organ damage 
2. Insulin-using AND no evidence of severe end-
organ damage 
3. Evidence of severe-end organ damage 
3. retinopathy 
NO 
4. nephropathy 
___ Yes 
___ No 
mild BDR PBDR PRP 
(3+ or greater protein and/or serum creatinine 
greater than 2.0 mg%) 
5. peripheral neuropathies 
feet 
hands 
joints 
no 
6. cardiovascular complications 
hypertension 
cholesterol level 
cardiovascular disease 
7. diabetes-related amputation 
8. Foot Ulcer 
Yes 
No 
Yes 
No 
Patient Information Sheet 
(to be obtained from DHCP) 
1. Number of hospitalizations in the past year 
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2. Number of Unscheduled Clinic and Emergency Room Visits 
in the past six months 
3. Other Medical Diagnoses 
4. Hospital Admission and Discharge Dates 
5. Clinic Visits-Dates and Types 
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Thank you very much for participating in our study today. 
By learning the opinions of people like yourself we can 
better understand what people in general think about their 
chronic condition. 
In order to complete our study, we are asking that you 
complete the following diary. This process will take 5 
days. We ask that you fill out a sheet in this booklet once 
in the morning, and once in the evening for the next 5 days. 
If you skip a time, do not be concerned, simply leave a 
blank page in the diary and continue on from there. It is 
very important that we get the diary back, even if a page or 
two is empty. When you have completed the booklet, please 
put it in the self-addressed, stamped envelope which 
accompanies it and drop it in the nearest mailbox. Your 
help with our project is greatly appreciated. If you have 
any questions or comments, please feel free to contact the 
researcher conducting this study, Maureen O'Brien at 
(708)343-7200 ext. 5178. 
Please describe how you feel about each question in the 
space provided. Then circle the number listed under each 
question which best sums up your feelings. 
Day 
Time 
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1. How much control do you feel right now over the course of 
your illness? 
1 
no control 
2 
slight 
3 
mostly 
4 
very much 
2. How much control do you feel right now over the daily 
symptoms of your illness? 
1 
no control 
2 
slight 
3 
mostly 
4 
very much 
3. How much do you feel right now that you have control over 
the effect of the disease on your life? 
1 
no control 
2 
slight 
3 
mostly 
4 
very much 
4. How much do you feel right now that you can decrease the 
effect of your illness on your life? 
1 
no control 
2 
slight 
3 
mostly 
4 
very much 
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